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ast, treatment of fractures of the surgical 
humerus has consisted of essentially no 
hatever. Where displacement was apparent, 
under anesthesia occasionally reduced the 
somewhat, but fully as frequently no 
positional relationship of the fragments 
d. Occasionally, open reduction of the 
heen attempted with oblique screw fixation 
p. The usual practice by the orthopedic 
well as others, has been to accept a fracture 
al neck of the humerus as a benign lesion 
considerable displacement of fragments 
resent, to accept such result as could be 
th conservative means. The fact that many 
show no gross displacement and do heal 
lled the surgeon into a sense of security 
In cases in which considerable displace- 
d or comminution of the bone presaged 
It, as a rule a fatalistic attitrde has been 
| the surgeon has “let nature take its 
reat advances have been mace in treatment 
ured neck of the femur, and much attention 
aid thereto because this latter joint is a 
ing joint and disability resulting therefrom 
ly and obviously crippling. Practically no 
s been paid to fractures of the surgical neck 
erus, 
een stated, many, perhaps most, such frac- 
it need specific treatment, are not displaced 
to demand replacement, progress uniformly 
d provide a stable and useful extremity when 
here are, however, numerous such fractures 
displaced, cannot be replaced by closed 
nethods and are difficult to hold in position 
they are replaced by open reduction methods 
past. I am concerned with these relatively 
res which do demand surgical attention. | 
hasize that perhaps relatively few fractures 
gion demand open reduction and_ surgical 
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cations of fracture. The 
demand accurate and immediate stabilization of the 
osteotomy site. A young boy with congenital humerus 
varus was presented, in whom it was desired to remove 
the varus at the surgical neck of the humerus and to 
replace the lower humeral shaft at a definite angle to 
the head, predetermined before osteotomy, and there 
to affix it. The most logical means of doing this seemed 
to be to transfix the head on a blade plate. In this 
instance, no such plate of suitable size being ready, 
a regular vitallium®” plate sharpened on one end was 
used. This plate was driven into the humeral head 
at an angle from the shaft matched to the desired 
correction in position; osteotomy was performed and 
the shaft was affixed to the blade plate in the corrected 
position. Union in the corrected position was secured 
rapidly. Progressive insetting of the sharpened plate 
in the humeral head favored close coaptation of frag 
ments at the osteotomy site as union was taking place. 
Two years postoperatively, clinical and roentgen obser 
vations revealed conditions that approached normalcy 

Though at the time of the preceding corrective 
stabilization consideration was given to the use of a 
similar procedure in fractures of the surgical neck of 
the humerus, the lesion was disregarded. Then, many 
months later, a second patient was seen with fusion of 
the shoulder for poliomyelitis, with the humerus almost 
in 90 degrees of abduction. In attempts to bring the 
arm to the side, the boy had actually dislocated the 
acromioclavicular joint. The arm could be lowered to 
only within 40 degrees of the body line. Osteotomy 
of the surgical neck of the humerus was considered, 
but to maintain accurate position at the osteotomy site 
seemed difficult. The previous case was recalled, and 
again with a sharpened plate used as a blade plate, 
osteotomy was performed. The plate was driven into 
the humeral head in proper alignment and affixed to the 
humeral shaft, maintaining position and securing correc 
tion of the osteotomized surgical neck of the humerus in 
accurate position until union occurred. 


A month thereafter a displaced fracture of the 
surgical neck of the humerus (fig. 1) was encountered 
in a laborer. Accurate reposition was impossible to 
obtain and to maintain by closed reduction. Operative 
intervention was decided on, with the plan to use a 
single transfixing screw to maintain reposition of the 
fractured fragments. During the course of the opera- 
tion the preceding 2 cases came to mind, and for that 
reason a regular vitallium® bone plate was implanted 
in the head, marked for depth, withdrawn and bent 
to the proper angle, replaced in the head and then 
affixed to the humeral shaft (fig. 2). Excellent main- 
tenance of position was secured. Only sling retention 
of the arm was necessary, and the simplification of after- 
treatment and the rapidity of recovery were suprising. 


situation was such as to 
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The matter was discussed with confreres, and almost 


immediately the compliment of acknowledged imitation 


was paid by one of them Dr. Edward Winant had 
a patient with a fracture of the surgical neck of the 


humerus which was difficult to maintain in reduction. 


He therefore performed an open operation and used an 
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es k rus 

pl nite ent plate, but he also added a screw in the 
ipper fragment. Maintenance of position resulted, with 
rapid union and recovery 


and to secure an internal 
penetrate the 


proce dure 


lo simplity the 


| which would more readily 


humeral head without danger of splintering or breakage 
y g 


atl ? Tos | 
rosthesis 


thereof, short blade plates were devised. hese were 
cast in vitallium,” since past experience has shown 
that this metal can be rather sharply bent without 


breakage, if not rebent again on In the location 


in which it was to be used, the possible weakening of 


itself 


1 


the metal by considered a 


The 


single bending was not 


disadvantage, because no great strength is needed. 














surgical 


Fig Reductior f fracture of the 
bent plate and screws 


maintained by an implanted 
tendency is for the lower fragment to be drawn inward 
by the pectoral muscle, and the shape of the implanted 
bent plate satisfactorily opposes this. Therefore, as 
other cases were encountered, actual splints designed 
for the purposes for which they were to be used were 
at hand. 
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REPORT OF CASES 

The following 4 cases indicate the main situations 
which arise in which such an internal prosthesis seems 
to be of the greatest advantage for fractures in this 
region. 

Case 1.—A patient with a fractured neck of the femur and 
nonunion, for which a Dickson osteotomy had been performed. 


had just become ambulatory with crutches. She fell and sys- 
tained a severe comminuted fracture of the surgical and anatomic 
neck of the humerus. Aseptic necrosis of such fragments 


of the fractured head does not of necessity develop. The main 
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Fig. 4 ase 4) Nonunion two and half irs I 
rte xati by others (Later blade plate fixatior frac 
ture in good reduction, although end result is not know me © 


fragment of the head of the humerus in this patient was Uppe 
as determined at operation 


result it Was 


downward and backward severely 


In order to secure the best and most rapid 


decided that an open 
Through an anterior deltoid incision the fracture was exposed ; 


type of operation would be per! med 
the head of the humerus was rotated back into position and 
held there with a plate which had been driven in, marked tor 
depth, withdrawn, bent to the proper angle, reimplanted in the 
head and affixed to the humeral shaft. Rapid union occurred, 
and within six weeks this patient was again on crutches, using 
the same arm and hand for crutch weight-bearing. 


Cast 2.—An oblique fracture of the surgical neck occurred in 


a laborer. It was impossible to control the fragments in 
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like satisfactory approximation, though sling and 
Transfixion screw 


anything 
swathe were tried, and then a hanging cast. 
could have been used, but it was adjudged more satisfactory 
pt the use of a bent splint. This was done, and rapid 
resulted with a minimal amount of restraint (sling 


to atten 


cOVeTY 

eee ) rapid union and return of the laborer to his occupation. 
CA }—Fracture of the surgical neck of the humerus was 
sustait in another patient (fig. 3). Open reduction without 
fixation was attempted, and reduction was secured. This 
redisplaced. Rereduction was performed, using a bent plate 
by the same method as previously described. The rereduction 
was attempted about two and a half weeks after the first open 
reducti and it was extremely difficult to secure proper land- 
marks. Satisfactory coaptation and fixation of the fragments 
was secured and union resulted, again with minimal fixation 
and t re minimal secondary changes in the hand, elbow and 
Ca {—-Nonunion can occur in this region. This patient 
had re fracture with open reduction and attempted plate 
fixat » and a half years before I saw her (fig. 4). Non- 
inior occurred, with fracture of the plate as_ well 
Defi if the upper part of the arm was considerable, and 
disal f the arm was practically complete. Through an 
ante! toid incision the previous plate and screws were 
rem \gain it was extremely difficult to determine the 
origi! ny landmarks. A blade plate was implanted in the 
upp ment, the bony ends were freshened and dissection 
was around beneath the neck of the head and the 
frag f the shaft. Through a separate incision iliac 
strij were obtained; they were implanted medial and 
bene head, neck and shaft about the fracture site 
The late was affixed to the humeral shaft. Sufficient 
time t elapsed for determination of the end result of 
the re in this patient. It is known that at the 
time ; writing, several weeks postoperatively, alignment 
1ad uintained without redisplacement. In view of this 
fact e fact that iliac strip grafting was performed, 
the for a satisfactory result seems fair. 

CONCLUSIONS 

In se relatively few cases of fractures of the 
surgi eck of the humerus or combined fractures of 
the s cal and anatomic neck of the humerus with 
comn ion, in which maintenance of position is 
difficu!, or accuracy of alignment is imperative, blade 
fixation may prove to be effective. It should not be 
accept is a panacea and should not be used as a 
surgica! experiment in a great number of cases in 
which similar lesions do not require open surgical 
proce S 

742 Park Avenue (21). 


Hypertension.—In 1934 Goldblatt first reported his experi- 


ments wiich showed that impairment of the circulation in one 
kidney iid cause hypertension. Three years later, in 1937, 
in apparent cure of hypertension by the removal of a diseased 
kidney ts reported by Butler. Following Butler's original 


report, there have been many reports of cases in which the 
removal of a diseased kidney has had a favorable effect on 
gh blood pressure. Some of these cases, however, were 
reported too soon following nephrectomy to enable one to say 
irrevocably that the hypertension was relieved. Nevertheless, 
enough evidence has been presented that one may definitely 
State that unilateral renal disease is a factor in the etiology 
of hypertension and that removal of the kidney will have a 
definitely beneficial outcome. The most favorable results have 
been reported when nephrectomy was performed for unilateral 
atrophic pyelonephritis—J. R. Kilman, E. O. Bradfield and 
{. M. Simpson, The Atrophic Kidney and Hypertension, 


Journal of Urology, October 1949. 
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TREATMENT OF ACUTE, MASSIVE GASTRO- 
DUODENAL HEMORRHAGE 


CLAUDE £€. WELCH, M.D. 
Boston 


Despite the universal interest that has attended the 
subject of gastrointestinal hemorrhage, there is proba 
bly no abdominal disease that is treated in more 
divergent fashions in different hospitals. Nor is ther¢ 
necessarily any complete agreement among the per- 
sonnel of any given institution, since these cases fortu 
nately are rare enough that few persons have a wide 
experience with them. 

Yet, especially in a teaching hospital with ever 
changing personnel, it is necessary to evaluate the vari 
ious forms of therapy and to establish, if possible, 
certain criteria and generalizations that can serve as 
guides in individual cases. It 1s obvious that thes« 
criteria must have undergone revision in the past few 
years with the advent of such factors as massive blood 
transfusions, chemotherapy, improved  surgtcal and 
anesthetic technics and adequate dietary treatment. 

It is also clear that any conclusions reached in this 
discussion are not applicable to every case of bleeding 
ulcer throughout the country. The introduction of 
surgery as a method of treatment implies a team that 
is skilled in diagnosis, resuscitation, anesthesia and 
surgery. Defection of any of this group automatically 
guarantees the superiority of medical over surgical 
treatment. 

But in the larger hospitals and clinics the position 
of surgery in the treatment of massive bleeding from 
ulcer is established, though often ill defined. In an 
attempt to crystallize the entire problem, all the cases of 
acute massive hemorrhage observed in the Massa 
chusetts General Hospital during the ten year period 
1938 to 1947 have been analyzed. In addition, the 
cases due to bleeding from ulcer in the year 1948 have 
been included in order to determine the most recent 
trends. 

MORTALITY OF MASSIVE HEMORRHAGE 

Bleeding from gastric or duodenal ulcer accounted 
for 70 per cent of the cases of massive, acute hemor 
rhage of the upper part of the gastrointestinal tract 
observed here in this period. In general terms, there 
are three schools of thought as far as the treatment of 
these patients is concerned. According to the first, 
medical therapy is employed in all cases; in the second, 
immediate surgical attack is the method of choice when 
the bleeding is believed to be due to ulcer; in the third, 
an attempt is made to segregate the patients into various 
groups and treat them accordingly. In the Massa- 
chusetts General Hospital the third point of view has 
been adopted. During these years, numerous reports 
by Allen’ emphasized the value of early operative 
intervention in certain patients, while an equally active 
interest in the medical therapy of the disease has been 
maintained by Jones * and other members of the gastro 
intestinal clinic. 





Associate visiting surgeon, Massachusetts General Hospital; clinical 
associate in surgery, Harvard Medical School. 

Read before the Section on Surgery, General and Abdominal, at the 
Ninety-Eighth Annual Session of the American Medical Association, 
Atlantic City, N. J., June 8, 1949. 

i. Allen, A. W.: Acute Massive Bleeding from the Upper Gastro 
Intestinal Tract, Internat. Clin. : 205, 1937; Acute Massive Hemor- 
rhage from the Upper Gastro-Intestinal Tract, Surgery 2:713 (Nov.) 
1937. Allen, A. W., and Benedict, E. B.: Acute Massive Hemorrhage 
from Duodenal Ulcer, Ann. Surg. 98: 736 (Oct.) 1933. 

2. Jones, C. M.: Diagnostic and Therapeutic Considerations of Gastro- 


intestinal Bleeding, New England J]. Med. 235: 773, 1946. 
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these 1937: lhe 


established 
hemorrhage of the 


pomts by 


rtality of massive upper part ol 
¢ gastrointestinal tract is almost exclusively in the 
we group over 50. Factors other than age and dura- 
on ot bleeding were not of importance in the determi 
aati of the prognosis in such a type of bleeding 
Furthermore, if the older patients were to survive such 
hemorrhage from gastric or duodenal ulcer, operation 


forty-eight hours of onset 
almost invariably the out- 

Immediate operation for 
mandatory, and an 
usually advised in 


had to be performed within 
ith was 
attempts 
patients therefore 
partial gastrectomy 


bleeding Le 
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come tor any 
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the others 


\leanwhil : 


fitvety 


have appeared from 
the various methods 
been 


numerous reports 
ons. Evaluation of 
that have been 
Urhayp red by the adoption of variable criteria for the 
and exclusion of certain Thus the 
rtality figures for hemorrhage varied from 
2 to 40 per cent in selected groups. Amendola 
as collected and analyzed the more important papers 
subject. Briefly, it is my belief that the mor- 
bleeding ulcer with treatment by medical 
nearly constant everywhere and that the 
differences in mortality are due to statistical 
than to minutiae in treatment. 


her ms 


treatment presented has 


inclusion cases. 
have 


under 


on this 
tality. trom 
mcans 1s 
ipparent 
manipulations rather 


Thus Meulengracht * included his series all patients 
vho had any evidence of gross bleeding (visible 
elena or blood in vomitus) with a mortality of 2.5 
per cent: when the patients who were too ill to receive 


mortality 
mor- 


iree feeding treatment were excluded, the 
lropped to 1.5 per cent. Miller ® estimated the 
tality tollowing the free feeding program to be slightly 
less than 2 per cent by including all patients with gross 
hemorrhage and excluding moribund patients or those 
ith other complications of ulcer, such as accompanying 
perforations 
When massive 
he mortality rate 


hemorrhage is considered as an entity, 


rises immediately. Thus in the con- 


trol group of Stewart and co-workers * the mortality 
is 29 per cent, and Chiesman* found that the mor- 
lity ot all patients who entered with massive hemor- 


rhage of over forty-eight hours’ duration was 74 per 
cent. It is my belief that the discussion of hemorrhage 
is presented much more fairly if only massive hemor- 
because the incidence of trivial 
se in any hospital series directly 


considered, 
hemorrhage will increa 
with the ease of access of patients to the hospit il. 

In this paper the criteria for the selection of patients 
with hemorrhage have been the occurrence of 

ute hemorrhage, accompanied with variable signs of 
shock, and the loss of approximately 50 per cent of the 
red blood cells. The red cell count has been 2.5 million 
the photohemoglobin determination has been 


rhage 1s 


Massive 


or below, 


below 7 Gm. or over 2,500 cc. of whole blood trans- 
fusion has been required to restore the hemoglobin level 
to normal. It will be noted that these criteria are thé 
same as those of Stewart and are somewhat more 
rigorous than those described previous reports from 
his hospital 
\ ! iH The Ma t f Massive Gast nal 
if \ni S 129: 4 49 
M t FR I en Years’ Experiencs th Free Feeding of 
Patient Bleed Peptic Ulece in Fatal ¢ es Arch Int Med 
SO:697 (D ) 4 
M t I ( Results from he Ma gement t Bleeding Gastrin 
Db enal Ulce \ int. Med. 15: 390, 1941 
Stewart, | D.; Schaer, S M.: Potter, W H., and Massover, 
\. J M t of M vely Bleeding Peptic Ulcer, Ann. Surg 
128: 79 +4 
wtality of Severe Hemorrhage from Peptic 
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By these standards, the mortality here from massive 
hemorrhage due to ulcer was 13 per cent in this ten 
year period. Some measure of satisfaction may be 
gained from the observation that it was 14 per cent in 
the first five year period compared with 11 per cent in 
the latter and 10 per cent in 1948, 

The importance of the accurate definition of massive 
hemorrhage may be illustrated from these figures. In 
an earlier paper by Allen and me®* the lower level 
of the red blood cell count was arbitrarily placed 
3 million rather than 2.5. In these circumstances the 
mortality from bleeding ulcer in this hospital from, 1923 
to 1932 was 14 per cent. If this definition had been 


employed for the years 1937 to 1948, the mortality 
would have been 8 per cent rather than 13 px cent. 
This figure is cited not only to indicate the importance 
of exact definition but to show that there ha- been 
a definite downward trend in the mortality rat 
However, it is obvious that the mortality still :. high, 
and it is essential to discover how it can be rv luced, 
| believe that it is clear that certain patients ca: vot be 
saved except by surgical means; hence, the blem 
narrows down to determining the indications fo: surgi- 


cal intervention. Two methods immediately pre- 


sented: either the indiscriminate surgical treat: ent of 
all patients with massive hemorrhage or the sele ion of 
definite groups of patients who are to be treate medi- 
cally or surgically. 

Che first plan has been investigated by wart. 
That it will ever be applicable as a general iethod 
of management is doubtful. The rapid ev: uation, 
replacement of blood and emergency surgical ierapy 
at any hour of the day or night in the hand less 
experienced surgeons certainly will lead many 
erroneous diagnoses and relatively high morta’ y. In 
these emergency conditions it is doubtful that wart’s 
mortality of 15 per cent can be improved by other 
hospital. Since this is higher than the present : ortality 
in this institution, results here could not be roved 
by its adoption. 

The other method involves the segregaticn of a 
relatively small group of patients in whom immediate 
surgical treatment is indicated. Various criteria for 
selection of the group have been outlined many 
surgeons. Finsterer® believed that any patient with 
hemorrhage of less than forty-eight hours’ duration 


should have surgical therapy. Allen emphasized the 
excellent prognosis of the younger group and restricted 
emergency surgical measures to the group of patients 
aged 50 or over who entered within forty-eight hours 
of onset of the hemorrhage. Heuer,’® among others, 
has stressed the importance of recurrent bleeding in 
the patient under observation. Dunphy and Hoerr™ 
have expressed their belief that the rate of bleeding 1s 
important and that any patient in whom an arbitrary 
amount of 1,500 cc. of blood replacement daily 1s 
required to maintain equilibrium should have operative 
intervention. Finally, some physicians have relinquished 


their patients to the surgeons only when death 1 
imminent and certain to occur if the bleeding 1s not 


stopped surgically. 


A Study of the 


8. Welch, C. E., and Allen, A. W Gastric Ulcer: =| 
Period 1938 


Massachusetts General Hospital Cases During the Ten-Year 
1947, New England J. Med. 240: 276, 1949 
9. Finsterer, H.: Surgical Treatment of Acute Profuse Gastric Hemor 


rhage, Surg., Gynec. & Obst. 69: 291, 1939. ‘ 
] Heuer, G. J.: The Surgical Aspects of Hemorrhage trom Peptic 
Ulcer, New England J. Med. 235: 777, 1946. 


for Emergency 


11. Dunphy, J. E., and Hoerr, S. O.: The Indication e 
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Operati Hemorrhage from Gastric or Duodenal Ulcer, 
24: 231 
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PROGNOSTIC FACTORS IN GASTRODUODENAL 
HEMORRHAGE 
There are certain objections to each of these criteria ; 
therefore it is necessary to reexamine the indicatrons 
for surgical treatment. This necessitates a brief sum- 
mary the prognostic factors attending hemorrhage 
from gastroduodenal ulcer. They include (1) location 
of the ulcer, (2) age of the patient, (3) the delay from 
onset to surgical intervention, (4) recurrent bleeding 


whil tient is under observation, (5) sex of the 
patie! 6) number of previous hemorrhages, (7) rate 
of blecding, (8) type of bleeding, as manifested by 
melet r hematemesis, and (9) complicating diseases. 
n of the Ulcer—The mortality of massive 
hem ve from gastric ulcer (22 per cent) is higher 
than t from duodenal ulcer (10 per cent), apparently 
bec issive hemorrhage from gastric ulcer is nearly 
alw 1e to an erosion in the right or left gastric 
arte! hile bleeding in duodenal ulcer is frequently 
fron | vessels rather than from the gastroduodenal 
arte sleeding from small vessels usually will cease 
spot isly, but that from the gastroduodenal or 
pan oduodenal vessels may prove fatal unless 
ace surgical treatment is given. 
| Source of Bleeding in Cases of Massive, Acute 


f the Upper Part of the Gastrointestinal Tract 
it Massachusetts General Hospital, 1938 to 194; 
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he Patient.—The age of the patient is an 
extre important prognostic factor (fig. 1). Below 
the 40, the death rate was 2 per cent; from 
10 to, + per cent, and above 50, 23 per cent. This 
indi that the most attention must be paid to the 
patie ver 50 years of age, but it should not be con- 


cluded ‘hat youth is an absolute protection against death 


irom massive hemorrhage. This low mortality in the 
younger age groups was achieved only by numerous 
surgical operations. Thus, 8 per cent of the patients 
under and 9 per cent of those 40 to 50 years “1 age 
at emergency surgical intervention to stop their 
leeding 


Delay from Onset to Surgical Intervention —Surgi- 
cal intervention soon after admission or immediately 
atter recurrence of bleeding has carried a mortality of 
10 per cent. When surgical measures were performed 
as a last resort, after repeated episodes of bleeding, the 
mortality has been 55 per cent. It is clear, therefore, 
that operation on the patient near death is to be avoided 
whenever possible; avoidance of this can be achieved 
only by earlier surgical intervention. The only patients 
to survive of those who were operated on as a last 
resort had gastric rather than duodenal ulcers. This 
emphasizes again the difficulties of hemostasis when the 
gastroduodenal vessel is bleeding actively and the haz- 
ards of poor healing or infection of the duodenal stump. 
It has also become evident that, even with adequate 
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blood replacement, patients with repeated hemorrhages 


become progressively poorer risks. Not only will the 


mortality be higher, but an immense amount of valuable 


1115 


blood can be wasted by pouring it into a vein and out 


an open artery. This is an important consideration 1 
every institution where the blood banks usually are 
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strained to capacity and the rarer types of blood ar 
obtainable only in limited amounts. Finsterer’s dictum 
of operative intervention only on patients with active 
bleeding under forty-eight hours’ duration, and modi 
fied by Allen to include only the age group over 50, 
unfortunately restricts surgical treatment sharply. In 
this series early operation by these criteria could have 
been applied only in 49 cases (19 per cent of the entire 
group). These criteria, drawn up before the days ol 
multiple transfusions and chemotherapy, can now be 
liberalized to give the surgeon considerably more flexi 
bility in determining the indications for operation. 
Occurrence of Persistent or Repeated Bleeding in the 
Patient Under Observation.—The most important prog 
nostic factor is the occurrence of persistent or repeated 
bleeding in the patient under observation. After the 
patient's entry to the hospital, bleeding usually ceases 


Se oy 
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Fig. 2 Incidence by age groups of patients with massive hemorrhag 
from duodenal and gastric ulcer who had recurrent bleeding while in the 
hospital 


promptly but may continue either steadily and massively 
or as a slow persistent ooze ; after a period of quiescence 
it may be manifested by repeated bursts of bleeding 
A study of cases in this hospital indicates that there is 
spontaneous cessation of bleeding in 70 per cent of the 
patients. Cessation of bleeding is slightly commoner 
in the younger patients (in 73 per cent under 40, 
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it 40 to 50 and 63 per cent over 50 bleeding 


70 pet CCl 


stopped spontaneously) (fig. 2). Continued gross 
massive bleeding, evidenced by lack of response to tive 
or more transfusions, occurred in 5 per cent of the 
otal. Continued bleeding was manifested as a slow 

e, with strongly positive tests for occult blood in the 
stools tor two to three weeks in another 5 per cent; 


received transiusions of blood repeat- 


( ( patients 


edly with recovery, and interval operations were carried 

The remainder stopped bleeding but had definite 
recurrences while under treatment 

leeding that continues massively and_ persistent! 


the hospital has been almost untiormily 


This has happened not because 


iS mstitutlion 


e gravity of the situation has not been recognized but 
e the pati have been admitted to the medical 
rds ul surgical treatment has been withheld since 
hen Lipp ired to be too great \t autopsy a large 
per vessel, the stroduodenal, right or leit Vastric 
rte is found routinely The only way to save this 
patients is to recognize their condition and 
erate on them rapidly after entry Since the amount 


about 
idimuin 


assumed 


hlood lost from a single massive hemorrhage 1s 
bilization 


mount ol blood it may be 


occurs atter the 


41 , 
thbedt 
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BLEEDING AFTER ENTRY | 














x 
> 3 
> 
~~ 
| 
\ as a ii gg 

> 30-39 50-59 60-69 Over 70 

—___— ——— AGE 
j \l ps of patients with massive hen 
! ind gastri r who had recurrent bleeding while 

bleeding is continuing and that immediate operation 


is indicated. Fortunately this group of patients 1s small 
and only 1 patient 
will 


series ), 


bleeding 


entire 
massive 


5 per cent ol the 
who enter with need an 
operation within a few hours. 

[he majority of the patients who bleed again do so 
short period ; 85 per cent of the 
bleeding is demonstrated by the 
is in this early period 
that there must be to determine whether 
or not there is repetition of the hemorrhage. This three 
of observation must be carried out with the 
patient in the surgical that 
immediate operation are available. During this period 
it may be expected that about 15 per cent of all the 
patients admitted with massive hemorrhage from ulcer 
will stop bleeding but will then bleed again and require 


of 20 


relatively 
recurrent 

Hen re 
strict vigilance 


within a 
pel sistent or 
third hospital day. 


day period 


ward so provisions for 


an emergency, operation. 

The mortality from persistent or recurrent bleeding 
has been high, especially in the older groups (7 per 
cent below 40, 8 per cent 40 to 50 and 56 per cent 
above 50) ( fig. 3). In fact, it is so high that the 
point of view might be taken that all patients over 50 
who enter with massive hemorrhage from ulcer should 
have an immediate operation. But it must be recalled 
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that, even in this older age group, two thirds of the 
patients do not bleed again after entering the hospital: 
if these patients were all subjected to surgical inter- 
vention a number would die from the operative pro- 
cedure itself, and it is unfortunate to have a patient 
die from an operation who would have recovered if he 
had stayed at home. Furthermore, the high mortality 
has been due to failure to accept recurrent bleeding 
under observation in this age group as an absolute and 
immediate indication for operation. 


Sex of the Patient—The sex of the patient is of no 
importance in prognosis. Four of five of the total 
duodenal and gastric ulcers occur in men, and the ratio 
of massive hemorrhages and deaths from massive 
hemorrhage are in the same ratio. In this series 18 
per cent of the massive hemorrhages and 21 per cent 
of the — were in women. 

Number of Previous Hemorrhages.—Of the p=tients 
who ente te with massive hemorrhage 64 per cert had 


had no previous bleeding; the mortality of thi- first 


massive hemorrhage was 12 per cent. Twenty pe~ cent 
who entered with massive bleeding had had one + revi- 
ous episode of either minor or major bleedi the 
death rate was 16 per cent. The remaining 16 }. © cent 
entered with the third or later hemorrhage, the 
mortality was 7 per cent. Therefore it seems ' the 
first or second major hemorrhage carries rse 
prognosis 

Rate of Bleeding.—The rate of bleeding is im) _srtant 
but cannot be considered to be the sole crit¢ a of 
treatment. Although severe uncompensated hem: rhage 
demands early surgical treatment, continued — ninor 
bursts, even if compensated by repeated trans! sions, 
diminish the patient’s chances to withstand jor 


surgical operation. 


Type of Bleeding—Meulengracht has stres; | the 
implications of hematemesis, since all his fata cases 
demonstrated it. In 90 per cent of the fatal sin 
this series there was hematemesis. For all patien + with 
melena alone in this series the mortality was 4 p: © cent, 
but for patients with melena and hematemesis | was 
20 per cent. 

Complicating Diseases—The presence of con- 
comitant free perforation of a duodenal ulcer oc curred 
seldom but was nearly uniformly fatal. Other cd) -eases, 
such as coronary or cerebral thrombosis, pneumonia or 
tuberculosis, were encountered in many  msiances. 
Whether wisely or not, operation has usually becn con- 
sidered to be contraindicated in this group. In patients 
over the age of 50, the presence of a complicating second 
major disease was noted in nearly half of the fatal 
cases. 

METHODS OF TREATMENT 
What, then, is the logicz . method of treating patients 


who enter with massive gastrointestinal hemorrhage‘ 
It comprises rapid di: Lenosis, adequate blood repli ice- 
ment and surgical intervention in a selected group ot 
patients with ulcer. 

Accurate diagnosis is necessary, but difficult. Patients 
with alcoholic gastritis should be treated medically, and 
the stigmas of liver disease, such as spider angiomas, 
and a large liver or spleen may lead to a diagnosis of 
portal hypertension. The sulfobromophthalein sodium 
test is of value in the differential diagnosis, 4S 
Chalmers ** has shown. Blood dyscrasias, though rare, 
must be ruled out. A history of ulcer can often be 
obtained. 





Personal communication to the author. 


12. Chalmers, T. H.: 
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Vouume 14! GASTRODUODENAL 


NuMBER 


Hampton's 
cases lhe examination can be performed without 
danget 
wre used and there is no palpation. I have been greatly 


pleased by the value of this procedure. In this group, 
| positive roentgenologic diagnosis of ulcer was made 
vithin forty-eight hours after admission to the hospital 
in 85 per cent of the cases in which it was used. As a 
matt fact, the radiologists at this hospital believe 
that | liagnosis of ulcer is easier than that of eso- 
phage irices in these circumstances 

Pat in whom the positive or presumptive diag 
nosis er are admitted to the surgical wards for 
obset 1 and therapy. Hematocrit or photohemo 
elol rminations furnish the most important guide 
to t A although the prothrombin time, blood 
volu nd determinations of nonprotein nitrogen, 
seru! ein and chlorides are of importance. Uri 
nalys erformed and an accurate intake and output 
chart intained, preferably aided by an inlying 
cathe n inlying Levin tube ts usually employed 
ind | on suction and irrigated to remove blood 
lot drochloric acid. Half-hour determinations 
i tl | pressure and pulse rate are made. Vita 
mit lmimistered, penicillin therapy started and 
blo ement begun as soon as possible. Use of 
mor] > contraindicated, and phenobarbital sodium 
is gi necessary. Thrombin instillations have not 
heer 1 many patients, but when it was tried no 
alue use of this agent was noted. 

Ur ese conditions, if bleeding is still continuing 
ifter lministration of 2,500 cc. of blood, operative 
inte should be performed at once. This group 
of p as previously mentioned, will nearly all be 
over irs of age, and the group will be compara- 
vel 

St ion will nearly always occur with two to 
three fusions. Administration of blood is then 
conti slowly and intermittently with the expec- 
tation aintaining the systolic blood pressure at a 
level least 100 and the hematocrit at 10 Gm. Of 
this ¢ . approximately a quarter will bleed again 
at sor me during their stay of three days in the 
surgi ard; if this occurs, immediate operation 
should eriormed regardless of the age of the patient. 

The laining patients are then transferred to the 
medica! service for further therapy. Nearly all of them 
can be juilt up rapidly and considered as candidates 
lor int il resection. 

[am aware that there is reason to consider each 
case on its individual merits, but I believe that, as a 


general rule, these patients should be subjected to an 
interval /> per cent gastric resection after a single 


massive hemorrhage. The reasons for this may be sum- 


marized briefly. Interval resection can be performed 
with a low mortality (1 death in 55 patients in this 
series). [he follow-up results in this particular group 


have been extremely satisfactory; only 1 patient has 
returned to the hospital with bleeding after resection 
lor massive hemorrhage. 

Many patients in this series were treated medically 
and not subjected to interval resections. The hospital 
records show that 25 per cent of them have returned 
a a later date with hemorrhage, that 9 per cent have 
had a second episode of massive hemorrhage and that 





Ble : Har pton, A. O A Safe Method for the Roentgen Demonstration of 
Seding Duodenal Ulcer, Am. J. Roentgenol. 38: 565, 1937. 
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| believe that early roentgenologic examination by 
technic is advisable in all questionable 


to the patient if small amounts of barium sulfate 
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3 per cent have died from it. Undoubtedly othe 
deaths, of which I have no knowledge, have occurred 
at home or in other institutions. 

Interval operation is therefore usually advised; it is 
performed as soon as possible in patients with gastric 
ulcers and approximately six weeks after the hemor 
rhage in those with duodenal ulcer. [arlier attacks 
on the gastric ulcers is dictated by the easier technical 
problems and by the frequent confusion of this lesion 
with cancer. 

MORTALITY IN THIS SERIES 

The over-all mortality (33 deaths in 258 cases) was 
13 per cent. The surgical mortality was 8 per cent, and 
that of the patients who did not undergo operative 
intervention was 15 per cent. This should not le 
interpreted to mean that surgical treatment is_ fat 
preferable to medical, for a number of patients were 
so nearly moribund from hemorrhagic shock or other 
accompanying diseases that no surgeon would have 
attempted operation. Also, there were many cases in 
which, under medical therapy, the hemorrhage ceased 
and the patient built up strength for an interval opera 
tion; the surgeon then guaranteed the permanence of 
the cure by means of a gastric resection. The two 
methods of treatment, medical and surgical, should be 
considered to be complementary rather than conflicting 


Paste 2.—Operative Mortality in Cases of Massive Hemo 
rhage Due to Duodenal and Gastric Ulcer at Massachusetts 


General Hospital, 1938-1948 


Percentage 


Total No. of of 
Cases Deaths Mortality 
Emergency operations 
Within forty-eight hours of onset 
Over forty-eight hours, but after 
early recurrence..........- ° 19 ) 
After repeated recurrences...... 13 i i 
Interval Operations.......... eee 68 
11 10 


The surgical mortality depends on the stage of bleed 
ing (table 2). When resection was performed within 
forty-eight hours of onset of bleeding, or on the first 
recurrence after that period, the mortality was 10 per 
cent (3 deaths in 32 cases). When it was done as a last 
resort, after numerous recurrent hemorrhages, the mor- 
tality was 54 per cent. Finally, for resection carried 
out as an interval operation the mortality was 2 per cent 


SURGICAL TECHNIC AND COMPLICATIONS 

The surgical complications are due chiefly to three 
considerations, hemostasis, care of the duodenal stump 
and the depleted state of the patient. 

Hemostasis is never complete unless the actual bleed 
ing vessel has been ligated outside the ulcer bed. ‘This 
usually can be done easily when the bleeding occurs 
from a gastric ulcer, but it is often difficult with a 
duodenal ulcer. For this reason, the application of the 
resection for exclusion or of the two stage gastrectomy 
for inaccessible duodenal ulcers has been urged by many 
surgeons. Warren and Lanman “ have had good results 
with these simpler methods, and support is given this 
same point of view by Stuart Welch,’® who reported 
that most hemorrhages from the duodenum arose from 
minor vessels rather than from the gastroduodenal 
artery and its tributaries. 

14. Warren, R., and Lanman, 7 H Surgery in Bleeding Pept 
Ulcer, Surg., Gynec. & Obst. 87: 291, 1948. 

15. Welch, C. S., and Yunich, A. M.: The Problem for Surgery in the 
Treatment of Massive Hemorrhage of Ulcer Origin, Surg., Gynec. & 
Obst. 7O: 662, 1940 
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It is remarkable how frequently bleeding will be 
found to have stopped at the time of operation and does 
! recut er exclusion procedures. But if the hemor 
rhage has been rapid and severe or is contimuing at the 
ime of oper ve intervention it is incumbent on the 

roe 1 t euate he evastroduodenal irterv and its two 
terminal trunks, the right gastroepiploic and the 


creaticoduodenal vessels his was neces 


I in about 10 per cent of the 





cases in this series. [i 
it is not done, recurrent hemorrhage must be expected 
1 i lew cases In this series there were three recur 
( ! ssive hem rrhages and one associated pertora- 
on of a duodenal ulcer after exclusion operations. If 

is occurs, a second operation with ligation of the 
essels 1s ndatory 

Lhe duodenal stump is the bete noire of all operations 
rr duodenal ulcer, especially when the indication has 
een sive he rrhage For in these instances the 
| 

’ 
| 
u® 











mucosa is destroyed widely, and an adequate suture of 
the stump may he technically impossible without section 
of the common biliary or pancreatic ducts. Further 
more, in a depleted patient an apparently well sutured 
stump may fail to heal and may break down with the 
production of peritonitis and death. In these circum 
stances, in 2 cases | have made a duodenostomy deliber 
ately by the the end 
of the duodenum, fixing it in place with purse-string 
The aspirated duodenal 


insertion of a catheter in open 


sutures and omentum (hg. 4). 


contents are returned to the intestinal tract by means 


of a jejunostomy catheter, following — the technic 
described previously by Allen and Donaldson.'® The 
tube is removed in about two weeks, and the fistula 
closes rapidly 

\ \ WwW D G \ lejunostomy for Decor 
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Inanition due to the long period of depletion has 
made pneumonia, peritonitis and delaved healing of 


~ 


wounds frequent concomitants of late operations for 


hemorrhage. 


These can be obviated, at least in part, by 


adequate blood and vitamin replacement, penicillin ther- 
apy that is initiated before the pulmonary c mn plications 
have occurred and jejunostomies for feeding purposes 


SUMMARY AND CONCLUSIONS 


he mortality from massive hemorrhage due to duo 
denal and gastric ulcer ts still high, and in this hospital 


it was 14 per cent from 1937 to 1941, 11 per cent 


Variat 


1942 to 1947 and 10 per cent in 1948. 


mortality reported from various hospitals are du: 


from 
ns in) 


more 


to the type of patients admitted and the method of 


statistical analysis than to any particular supe1 
therapy. 

he high mortality 
nition of the small group of patients over 50 
age who will not stop bleeding without operat 
vention and by immediate operation on all other 
recurrent bleeding while under obs 
recurrence ol 


can be reduced by the 


who have 
Other patients, who have no 
usually should have an interval resection. 

Reduction in surgical mortality will depend 
lute hemostasis, on careful attention to the 
stump and on recognition of the depleted stat 
group of patients. 


) 


ra 8 | Beacon (16) 


strect 


ABSTRACT OF DISCUSSION 


Dre. Joun Stewart, Buffalo: Dr. Welch point 
methods of dealing with acute, massively bleedi: 
denal ulcer method is to treat all su 


One 


medically; another is the immediate replacement 


nd gastric resection, and the third is the setting 

ereby a group of patients who are likely not t 
i conservative regimen may be recognized and 
early I agree with Dr. Welch that the sam: 


not be used in ever 


what the 


handling these 


patients should 


How is a group to know best method 


There are a 


these patients in its hospital may be 

Vays There is the method that Dr. Welch has 

trated, careful examination of the clinical data 
ndling variously a large group of cases A se 


is a comparative controlled study in which patients a 
according to definite criteria and half the group is « 


and half treated conservatively With this latter 
the last two and a half years associates and I hav 
a group of these patients. We have chosen the 
bled-out group with at least 40 per cent exsangu 


determination as_ well 


blood 


hematologic studies. 


volume 
This group 
Half of the 
after immediate blood replacement, the operations bet 
the other half are treated 
replacements and feeding 
enthusiastic the 
resection 


shown by 
comprises 85 cas 
divided into two parts patients are 
conservat 
We 
results ol 
Che 
half that ot 
18 this: The 


resection, and 


blood 
more 
blood 
in the group 
operative group. A 
rate in the group without 
month, not 


generous have 


and more about 
replacement and gastric 

with operation is about 
significant point 
continues to be 


further 


operation 


month after affected by 
vhereas in the 


rate is steadily 


Sanne 


declining 


mortal 


tv m 


ecog 
rs of 
Inter- 
tients 
ition. 


ling, 


ibso- 
lenal 
this 


three 
istro- 
tients 
blood 
iteria 
Il on 
ted ot 
id of 
spital 
eating 
st two 
illus- 


ned in 


rm thod 
rouped 
ted on 


thod, in 


llowed 


erately 
tion as 


| 


‘ 
t 


2 
mortality 
about the 


experrence, 


other 
and 1s 
ted on 
gastric 


vely by 


yeCOME 


immediate 


y rat 
non 


group with operative intervention th mortality 
In the last 31 cases with operation 


within twenty-four hours of admission to the hospital, there 


has been only 1 death. 


Dr. Welch’s method will appeal to 


many surgeons and gastroenterologists and will not be unattrac 


tive to the patient 


It is based on the theory that it iS possible 


to set up criteria by which the patients who are bleeding mor 
dangerously can be separated from the rest of the group, and 


this group can then be subjected to earlier gastric resectiom 


eee nal 
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Dr. JoxnatHan E. Reoaps, Philadelphia: Dr Welch's 
aper ne of the most careful studies on the subject ot 
massiv orrhage from the upper part of the gastrointestinal 
tract that has yet appeared. The evidence which he has 
sssembli shows that the criteria for massive hemorrhage 
ust be ntical in detail before any comparison can be made 
hetwe results obtained in two series treated by different 
one Thus, changing one criterion for selection, the red 
blood unt, from 2,500,000 cells per cubic millimeter or 
rnd 000.000 cells or below reduces the mortality in 
tat om 13 to 8 per cent. Dr. Welch has not excluded 
em f the upper part of the gastrointestinal tract from 


ns than gastric and duodenal ulcer. In Meulen 
es the number of deaths from the less frequent 
Imost as great as the total number of deaths from 


bleedi tric and duodenal ulcers. As the correct diagnosis 

P tainable at the time that treatment must be decided 
mn. it h more helpful to consider the entire group of 
patient massive hemorrhage trom the gastrointestinal 

act Welch has done. The practice of having gastro- 
intesti tgenologic examinations cautiously performed in 

P emorrhage has been helpful in my experience 
in es. | have preferred to do this only when a 

isi mmediate operation has been reached, subject to 
mfit f the existence of a gastric or duodenal lesion. 
It is tated in the literature that the mortality of gastric 
esect patient with an actively bleeding ulcer rises 
vith t e of time. Late operation has been performed 
at tir some of these patients have survived. I do not 
eliey nservative attitude toward operation necessarily 
means cause of those patients who do not stop bleeding 
pont ill be entirely lost. The recent experience on 
the g rgical service at the Hospital of the University 

Pr i indicates that mortality has chiefly occurred in 
tient eart disease. In 1 patient admitted on the medi- 
il s r proved coronary occlusion a massive gastro- 
intest rrhage developed, and 2 patients had coronary 

being treated conservatively for massive bleed- 
ng of er part of the gastrointestinal tract. Perhaps it 

vill al lificult to know when to operate in the presence 
f ser rdiac disease. I am in general agreement with 
Dr. \ t one should try to separate those patients who 
are lik keep on bleeding from those who are likely to 
stop this cannot be done on an absolute basis, the 
attempt to have been worth while. 

Di De Mutu, Vancouver, B. C.: Some original 
work ic ulcers prompts me to say that I am hopeful of 
a solut the near future. In February 1923 Mann and 
Willian the Mayo Clinic published an article on experi 
mental] luced peptic ulcers. When they diverted the 
pancreat line secretions which neutralize the acid gastric 
juice t r levels of the intestine they found that typical 
peptic u ccurred similar to those seen in man. Dr. Mann 
repeat essed the chemical and mechanical factors in the 
product peptic ulcers. I believe that the peptic ulcer 
is due t hemia of a small localized area of stomach or 
duodenal which is caused by a psychosomatic, neurogenic 
onstricti {t the blood vessels. This localized area being 
deprived its blood supply becomes an infarcted portion of 
the ston or duodenal wall. The gastric acid can then 
readily | we the typical peptic ulcer. It is my belief that 
the same ychosomatic stimulation which produces this phe- 
homenon nerve vessel constriction also produces the excess 

hydrochloric acid and the decreased production of the 


ikaline intestinal juices. This lack of pancreatic juice is due 
to a spasm of the sphincter of Oddi. The thinking brain 
t man seems slow to evolve a defensive mechanism against 
the rapid progress of modern civilization. It still reverts to 
its old segmental patterns of protection. The brain cannot 
“iflerentiate between a peptic ulcer in the wall of the stomach 
r duodenum and undigested food. Its defense consists in 
avoiding undigestible things which experience has taught are 
unpleasant and harmful, in throwing them out either by vomit- 
mg and evacuation or the production of an excess of gastric 
juice without alkaline juice to neutralize it. As the brain 
‘amnot distinguish between undigested food and a peptic ulcer, 
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it keeps pouring down psychosomatic stimulation for further acid 
production with the development of a full-fledged peptic ulcer 
and all its complications. | would endorse all that has been 
said by Dr. Welch and others. However, I would advocate 
especially in the massive hemorrhage known to be of duodenal 
origin, the immediate replacement of blood and tieing of the 
gastroduodenal or pancreatic duodenal artery, a procedure whicl 
will often save an elderly patient’s life. No further surgical 
measures need be undertaken at this time. 

Dr. Craupe E. Wetcn, Boston I am especially pleased 
to learn that the surgical mortality in these serious cases in 
Dr. Stewart's hands has been reduced to such a low point now 
that all will have more confidence in pursuing this method ot 
treatment. How much blood does one dare to give at one time 
in these patients who are bleeding massively? Large amounts 
are necessary to raise the hemoglobin level only slightly in 
many cases, and I have had no hesitation in a period of twenty 
four hours in giving as many as twelve transfusions. It is a 
wasteful thing to do, however, unless the patient is being pre 
pared for operative treatment. 


RICKETTSIALPOX 


Clinical and Laboratory Study of Twelve Hospitalized Cases 


LESLIE PAXTON BARKER, M.D. 
New York 


During the warm seasons, physicians throughout the 
United States should be alerted to a recently recognized 
murine rickettsial disease, known as_rickettsialpox, 
which to date has been reported only from the city of 
New York. Because the disease is harbored by the 
common house mouse (Mus musculus), is transferred 
to humans by the rodent mite (Allodermanyssus san 
guineous ) and because it has not subsided in incidence 
in the New York area for the past two years, the 
possibility of the spread of rickettsialpox to other cities 
is highly probable. 

The first cases of rickettsialpox ' were discovered in 
the spring of 1946 among a group of persons residing 
in a housing development in the Queens section of 
New York. Since then about 150 cases a year, fron 
(Jueens and three other boroughs, have been reported 
to the New York City Department of Health. N: 
fatalities have been recorded. 

The causative agent of the illness is a_ heretofore 
undescribed rickettsia, now identified as Rickettsia 
akari."” This organism has been recovered from 
patients ill with the disease,'® from house mice '* in 
the dwellings of patients and from rodent mites existing 
in stored objects, such as boxes and couches, and in 
incinerators. The mites are also found as ectoparasites 
of the common house mice. 

Diagnosis of rickettsialpox is based, during the acute 
illness, mainly on clinical characteristics. During conva 
lescence the diagnosis may be substantiated by a spe 


From the Department of Dermatology and Syphilol ~ St. Luke 
Hi spital. 

Read before the Section on Dermatology and Syphilology at the 
Ninety-Eighth Annual Session of the American Medical Association 


Atlantic City, N. J., June 9, 1949 

1. (a) Sussman, L. N.: Kew Garden’s Spotted Fever, New York Med 
2:27-28 (Aug. 5) 1946 Shankman, B.: Report on an Outbreak of 
Endemic Febrile Illness, Not Yet Identified, Occurring in New York City, 
New York State J. Med. 16:3 2156-2159, 1946. Huebner, R. J 
Stamps, P., and Armstrong, C.: Rickettsialpox. A Newly Recognized 
Rickettsial Disease: |. Isolation of the Etiological Agent, Pub. Health Rep 
G1: 1605-1614, 194¢ (b) Greenberg, M.; Pelliteri, O.; Klein, 1. F., and 
Huebner, R. J.: Rickettsialpox, J. A. M. A. 133: 901-906 (March 29) 
1947. (c) Huebner, H. J.; Jellison, W. L., and Armstrong, C.: Rickettsial 
pox: A Newly Discovered Rickettsial Disease: V. Recovery of “‘Rickettsia 
Akari” from a House Mouse (Mus Musculus), Pub. Health Rep. 62: 777 
780, 1947. (d) Huebner, R. J.; Jellison, W. L., and Pomerantz, C 
Rickettsialpox: A Newly Recognized Rickettsial Disease: IV. Isolation 
of a Rickettsia Apparently Identical with the Causative Agent of Rickett 
sialpox from “‘Allodermanyssus Sanguineus,” a Rodent Mite, ibid. @1: 
1677-1682, 1946 
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cific complement fixation test. In hospitals equipped 
to isolate the rickettsia, this organism can be cultured 
rom a patient’s blood stream 

\t the skin clinic of St. Luke’s Hospital alone, more 
han 30 clinically typical cases of rickettsialpox were 
served from April to September in 1947 and 1948. 
\lthough the entire group came to the clinic from the 
ame section of the city they represented a variety of 


Prior to diagnoses of rickettsialpox, 


Vil vy conditiot ~ 
hickenpox, smallpox, Rocky Mountain spotted fever, 


' } 


typhus, typhoid and infectious mononucleosis were vart- 


usly suspected by general practitioners. Some of the 


uutpatients were not so ill as to require hospitalization 
thers were in the recovery stare of the disease or 


D ac. hie tinemtalioad 


ed 








big \l rmanyss sanguine loodsucking insect that transfers 
tt pox from t my e€ mouse to man (magnified trom 


Presented here are a résumé of the clinical and 
laboratory observations in a group of 12 hospitalized 
patients, a detailed report of a typical case and brief 
differential diagnostic guides to the diseases most com- 
monly confused with rickettsialpox. Also included are 
comparisons with the necessarily limited literature on 


the disease 


CLINICAI DESCRIPTION AND OBSERVATIONS 


Rickettsialpox has three distinguishing clinical char- 
acteristics: (1) the initial lesion, caused by the bite of 
the rodent mite; (2) fever and other systemic symp- 
toms such as chills, drenching sweats, backache, head 
ache, general muscular discomfort and_ lassitude—all 
of which occur about one week after the appearance of 
the primary lesion, and (3) a papulovesicular eruption 
developing from one to ten days after the first systemic 


manifestations. 
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Initial Lesion.—The initial lesion, which may be 
located on any part of the body including the face 
and dorsa of the feet, is often described by patients 4s 
a pimple, a boil or a bite. Actually, it begins as qa 
round, firm papule, 0.5 to 2 cm. in diameter, that 
develops a central, deep-seated hard vesicle. The fluid 
from the vesicle may become cloudy, then dry, to form 
a dark brown or blackish crust. When the patient 
is first seen by the physician—usually at the time when 
the rash is generalized—the initial lesion is often the 
largest, consisting at this stage of an erythematous, 
painless and nonpruritic maculopapule with a central, 
firm black eschar Healing, with a resultant small 
flat scar, takes place in about three weeks The 
regional lymph nodes are enlarged and moderately 
tender \lthough this initial lesion often es s the 
attention of the patient, careful examunatior sually 
reveals it. 

In 11 of our 12 cases initial lesions were ‘ound 


Sixty-seven per cent of 144 patients reported by ‘ ireen- 
berg and associates '" had noted this primary lesion, 
and in 95 per cent of his 86 cases exami by a 
physician during the presence of the rash th: lesion 
was obvious. In the series of 17 cases des d by 
Rose * 15 patients showed the initial lesior . 





Fig. 2 Initial lesion of rickettsialpox showing erythema 
pule with central eschar 


ever and Other Systemic Symptoms.—Chi s, fever 
and other systemic symptoms began in our group two 
to seven days after the appearance of the initio! lesion. 


Other reports vary the incidence of syste mani- 
festations from one to seventeen days. 

The fever, of the remittent type ranging from 101 to 
104.6 F., was present in all our cases and in all those 
studied by Greenberg and Rose. Temperatures of our 


s, while 
ited for 
illness, 


patients remained at their peak two to eight d 
in a few of Greenberg’s cases they stayed el 
ten days. During the first two days of th 
six of our patients experienced chills followed by 
drenching sweats, and 5 others complained oi “chilly 
sensations.”” Frank chills were noted by Greenberg in 
7U per cent of his group and by Rose in 53 per cent. 
Headaches, sometimes severe, accompanied the 
period of high fever in 11 of our 12 cases These 
headaches were ordinarily of the frontal type, except in 
2 patients who suffered acute postocular pain and i 
2 who had occipital pain.” Ninety per cent of Green- 
berg’s patients had similar headaches. Backaches and 
muscular discomfort were general. There was 10 
general adenopathy, but in 2 cases the anterior, cervr 
cal lymph nodes were enlarged and tender. Other 
symptoms observed in our group include photophobia, 
stiff neck, nausea, vomiting and diarrhea, vertig® 
cough, sore throat, tachycardia and bradycardia. 
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Rose, H. M.: Rickettsialpox, New York State J. Med. 
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Occasionally, 


patients remain ambulatory and attribute their malaise 
to influenza. They seek medical advice only when the 
rash appecar©rs. 

T/ ;ption.—The characteristic cutaneous erup- 
tion. « sting of twenty to more than one hundred 
bright maculopapules, 2 to 10 mm. in size, appeared 
n all cases from the first to the fourth day after 
the « the fever. (Rose reports the eruption as 
devel is long as nine days later.) Distribution 
ind 1 ion may vary from a_ half-dozen scattered 
lesic diffuse rash on most parts of the body. On 
3 pe the lesions were on the face and on 2, on 
the is membranes of the mouth. In only 

inst ere there lesions on the soles. 

\s nacules develop they become papular, and 
iter three days vesicles, firmer and deeper than 

os ckenpox, form at the apexes. The vesicles 
re re by small crusts, which, when they fall off, 
eave irily pigmented areas. Scarring does not 
esul nonvesicular lesions resolve without crust 
1g the three to eight day period of the erup- 
ion or other cutaneous discomfort does not 
ecu! 

TI sions present in the mouths of our patients 
ert ed of vesicles about 2 mm. in diameter, 
surt a zone of erythema. Such lesions have 
been 1'" on the tongue, cheeks, palate and 
hat 

FFERENTIAL CLINICAL DATA 

rT ntial data are not intended to convey that 
ricket can be differentiated from other diseases 
by si s alone. Outlines are intended merely to 
facilit parison of characteristic observations in 
rickett with the typical features of the diseases 
witl has been most frequently confused. 

Ch Chickenpox is essentially a childhood disease 
Fever ise begin simultaneously with or shortly before 
erupt! shaking chills and sweats of rickettsialpox are 
not pré Eruption first becomes visible on the chest and 
face at mouth. It appears in successive crops becom- 

2k ce as the extremities are reached The lesions 
develoy ial “dewdrop” tvpe vesicles on erythematous 
bases. S sicles are umbilicated. There is no initial lesion 

vn Smallpox is a graver disease than rickettsialpox, 
vith | symptoms for three or four days before erup- 
tion. 3 vomiting, loss of appetite and delirium fre 
juently pany it. Eruption is first manifest on the 
torehead and mucous membranes of mouth. It spreads 
in two t ee days to involve palms and soles. It is finally 
most prot n the head, below the elbows and knees. Lesions 
may coal Edema of the face is pronounced. Vesicles and 
ustules irge and multilocular, producing frequent scar 
ing. 7] is no initial lesion 

i [yphoid has a more insidious onset. The eruption 
I rose s, bright red macular or maculopapular lesions, 
ppears ly on the abdomen. There are no vesicles or 
stules re 1s no initial lesion 
mje \fononucleosis—There is a prodromal period of 
Malaise, anorexia and listlessness followed by fever, pain in 
the back of the neck and sore throat in infectious mononucleosis. 
Splenomes and adenopathy are to be expected. Eruption 
's neither common nor characteristic. When present it may 


resemble pury 


I 
T erythem 


Pork 
Kocky 


mortality, Ry 


are characteristic. 


1D 


i 


u 


that 


mild 


febrile symptoms are so 


ura, measles, scarlet fever, erythema multiforme 


odosum. There is no initial lesion. 


ntain Spotted Fever—A graver disease of high 
ky Mountain spotted fever occurs in rural areas. 
Sudden onsets of chills, fever, malaise and frequent delirium 
The 
macular rash seen on wrists and ankles three to five days 
alter onset 


Fever lasts fifteen to twenty days. 


becomes generalized and includes palms, soles and 
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face. Primary small red macules, 2 to 6 mm. in diameter 


are hemorrhagic by the second week Lesions frequently 


and are vesicular 


follows d by 


coal sce nevel Eruption of several weeks’ 


duration is desquamation There is no initial 


kk sion 

Vurine Typhus 
warm 
chills 


| ike 


urban 


rickettsialpox, typhus is a 
Sudden 


possible 


MUN 


weathe r, disease It is of low fatality. 


1 


and fever, splitting headache, insomnia and 


delirium are usual. Fever, of the remittent often reaches 
105 F. and terminates by crisis 


Except for 


type, 


alter twelve to fourteen days 


delirium and duration, systemic symptoms closely 


resemble those of rickettsialpox \ macular rash, confined to 
the chest, abdomen, and medial aspects of extremities, appears 
four to six days after onset It is never on the face and 
seldom on palms and_ soles Dark red macules or maculo 


papules, 2 to 3 mm. in diameter, are never vesicular or 


rhagic. Phere is no desquamation 


LABORATORY DESCRIPTION 

Generally, in rickettsialpox, results of the laboratory 
studies of blood, stools and urine reveal no characte? 
istic changes. There is an exception in that the majority 
of patients show moderate to severe leukopenia with 
lymphoevtosis and an increase in the large monocytes 








a 








k Generahzed eruption 


ig f rickettsialpox before the vesicular stage, 
illustratir gz the discrete 


erythematous macules and maculopapules 


(1 to 5 per cent reported). The leukopenia, lympho 
cytosis and monocytosis prevail only during the acute 
stage of the disease. 

Other than the actual recovery of the causative agent 
from the blood of patients with rickettsial diseases, the 
complement fixation test * is the recent specific method 
for establishing diagnosis. This test is performed with 
the antigen prepared from the rickettsia grown in the 
yolk saes of fertile hen eggs. The tests are made dur 
ing the acute illness and again during convalescence, 
from three to six weeks after the febrile stage. Anti- 
bodies may be demonstrated in the blood about one 
week after the onset of fever but do not reach their 
peak until three to four weeks later. The development 
of a definite rise in the rickettsial antibodies in the 
convalescent serum determines the diagnosis of the 
Thus, with complement fixation tests exact 
diagnosis can be affirmed only during convalescence. 


clisease. 


It is well to note here that other rickettsial diseases, 
especially Rocky Mountain spotted fever, may give 
some cross reaction with the antigen of rickettsialpox. 
However, this reaction only occurs in the more concen- 
trated dilutions of serum. 

3. For 


equipped for 


laboratories 
Health Service 
performed 
fever and 


those physicians or hospitals without 
complement fixation tests, the U. S. Public 
Laboratory, Bethesda 14, Md., is recommended. Tests are 
there for Rocky Mountain spotted fever, rickettsialpox, Q 
murine typhus. 


access to 











LABORATORY OBSERVATIONS 
Red blood ce count and hemoglobin determinations 
vere W ithin nor al in all cases Ol ‘ickettsialpox. Leu 
kopenia (2,400 to 4,000 white blood cells with relative 
phocytosis and 2 to 3 per cent large monocytes ) 
ecurred in 7 ents. Leukoevtosis (12,000 to 15,000 
vhite blood cells with increase in polymorphonuclear 
ells) occurred in 2 patients Note: 21 of the 22 
rreenberg cases with which white blood cell counts 
were accounted, showed 2,400 to 7 300 white blood 
ells per cubic millimeter with occasional lympho 
tosis. His studv noted the absence of large mono 
vtes in the blood \lthough nearly all of Rose’ 
ents displaved a moderate or pronounced leuko 
during the febrile stage, only 3 had leukocvt 
ts in excess of 7,000. In 12 of his 17 cases the 
ferential count was normal. His other patients 
emonstrated a number of large mononuclear cells with 


ted cytoplasm, resembling the cells customarily 


observed in infectious mononucleosis 


Results of urinalvses were normal and urine cultures 
vere sterile 11 all CasCs Blood cultures fatled ) 
exhibit growth of bacteria and sedimentation rates were 

ithin normal limits. Results of blood tests for sugar 
rea nitrogen, serum protein, albumin, globulin, icteric 
ndex and thymol turbidity were all normal. The 
llanger tests were all negative 

\gglutination tests for typhoid, for paratyphoid .\ 


Bb and for brucella were all negative. Weil-lelix 
ests with Proteus OX 19 were all negative during 
The heterophil antibod, 
mononucleosis 


sease and convalescence. 
test (Paul-Bunnell) for infectious 
showed an increase in heterophil antibodies (1:50) 
Complement fixation tests during acute illness for 
rickettsialpox, murine typhus and Rocky Mountain 
spotted fever were all negative. 
Complement fixation tests during 
three weeks later) were all strongly 
rickettsialpox and negative for murine typhus. Four 
patients showed some cross reaction to the antigen of 
Rocky Mountain spotted fever in dilutions of serum 
not sufficiently high to be considered positive. (Eighty 
per cent of the convalescent serums tested in Green 
berg’s cases gave cross reaction with the antigens 
Mountain spotted fever, but, as in our 
In all 


lis cases convalescent serum samples were negative for 


convalescence 
pe sitive fe iT 


ot Rocky 
cases, reactions only occurred in low dilutions. 
() fever, tsutsugamushi and Colorado tick fever. In 
most of his cases Rose, too, tound a considerable degree 
of cross reaction with the rickettsialpox and Rocky 
\lountain spotted fever antigens. He also discovered 
minor cross reactions with the antigen of murine 
typhus. ) . 
DIFFERENTIAL LABORATORY DATA 

Chickenpox and smallpox demonstrate no diagnostic labora 
tory observations 

Cyp 


phoid has a specific agglutination test Typhoid bacilli 
may be cultured from feces and blood 


Leukopenia and anemia 
are present after the disease is established 

Rocky Mountain spotted fever frequently gives a_ positive 
agglutination with Proteus OX 19 during the second week ot 
later Che complement fixation test for Rickettsia rickettsi is 
positive in the third week. It may be cross complemented with 
other rickettsias but in more concentrated serums 

Murine typhus in the second week or later has _ positive 
agglutination with Proteus OX 19 in high dilutions. Comple 
ment fixation for Rickettsia mooseri (agent of murine typhus) 
is positive during the second and third weeks. As in Rocky 
Mountain spotted fever and rickettsialpox, the increase in the 


antibodies of the specific rickettsia ts diagnostic. 
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Infectious mononucleosis results in positive response to the 
heterophil antibody test in 90 per cent of cases. The white 
blood cell count is normal at first. After six to ten days there 
is leukocytosis (sometimes as high as 30,000 leukocytes with 


0 to 90 per cent monocytes) and the appearance of character 





istic mononuclear cells in the blood In 6 to 40 per cent of 
cases there is a temporary false positive reaction to the Wasser. 
mann test 

REPORT Ol CASI 

i a. a white housewife aged 35, born in Puerto Rico, had 
lived in the United States for ten years. Her previous history 
vas noncontributory On May 5, 1948 she notice 1 small 
sore on the left labium and a “pimple” on the suprapubic area 
to the left of the midline. The sore disappeared in two days 
but the “pimple” remained for three weeks. On )} 6 the 
left inguinal lymph nodes became swollen and ter Tw 
days later she had a shaking chill, followed by enching 
sweats, severe frontal headache and general mus pains 
These symptoms preceded sharp abdominal cran nausea, 
vomiting and diarrhea, which lasted through the xt day 
Recurring chills and sweats subsided in about tw iys, but 
the severe headache, tever, chilliness, backache, gen muscu 
lar pains and abdominal soreness were still present en she 
was admitted to the hospital May 11. The pat seemed 
acutely but not seriously ill. The first hospital tem) ire was 
103 F. On flexing, some soreness and stiffness of t ck was 
evident. Examination of the chest revealed norma litions 
Heart sounds were rapid but otherwise normal re was 
neither congestion of the throat nor oral lesions pupils 
reacted normally to light and accommodation 

The patient’s skin was flushed, and scattered ov e trunk 
and arms were twelve bright red, discrete n papular 
lesions, 6 to 8 mm. in diameter. According to the ent this 
eruption had not been discernible that morning. O supra 
pubic area to the left of the midline was a dee dime- 
sized papule capped with a central dark brow: 1 crust 
The left inguinal lymph nodes were enlarged and 2 
anterior cervical lymph nodes were also enlarge: e liver 
and spleen were not palpable. 

Che initial leukocyte count was 5,700 with 79 nt poly- 
morphonuclears, 18 per cent lymphocytes and 3 px t mono- 
cytes. Malaise and headache persisted through } 12 with 
the temperature ranging from 102 to 103.6 F patient's 
spleen now became palpable. A _ leukocyte cot iken on 
May 12 was 2,300 with 44 per cent polymorphonu s, 63 per 
cent lymphocytes and 3 per cent monocytes 

During the ensuing forty-eight hours the temp« e fluctu 
ated between 102 and 103.6 F. New maculopa r lesions 
developed on the trunk with some of the lesior videncing 
deep seated, firm vesicles at the apexes of the les. On 


ind other 
nperature 


May 15, the patient’s fever did not rise above 102 
systemic symptoms began to disappear. The 
dropped to normal on May 16. Some of the ski 
disappeared without vesiculating, while those whi 
vesicular formed small, brownish, adherent crusts. 
later these crusts dropped off. The patient rapidly gaine 
strength and was discharged on her tenth hospital day 

Throughout the febrile stage of the disease penicillin and 
general symptomatic treatment were administered. ‘| hese appat 
ently did not alter the course of her disease. 

Blood urea nitrogen, sugar, serum protein, albumin, globulin 
icteric index, thymol turbidity and Hanger tests wert all nor 
mal on the first, third and fifth hospital days. Results of daily 
urinalyses were normal. Blood cultures on the first and fourth 
heterophil test or 
infectious mononucleosis was positive in dilutions 0! 1:7 am 
1:56 on the third and sixth hospital days, respectively, and w# 
negative on the tenth day. The Weil-Felix test with Proteus 
OX 19 was negative. Agglutination tests with typhoid antigen 
O and H, paratyphoid A and B, were negative. Reaction © 
the blood to the Wassermann test was negative. a 

Complement fixation tests on May 11, 1948 were negative tot 
murine typhus, Rocky Mountain spotted fever and rickettsialpox 
On June 7 the murine typhus complement fixation test was 
negative but that for Rocky Mountain spotted fever was post: 
dilution of 1:16 and that for rickettsialpox 


sions had 
had beer 


iree days 


hospital days showed no growth. The 


tive in a 
positive in a dilution of 1: 256. 
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SUMMARY AND CONCLUSION 


Twelve cases of rickettsialpox, a recently discovered 
disease, have been reported. Clinical and 
observations have been presented and com- 
differential 


ricketts 
laborator\ 


pared those in previous reports. A ' 
diagnostic guide has also been given, and a typical 
case has been reported. Physicians in other cities are 
warned of the possibility that this urban, murine dis- 
ease | spread outside the New York area. 

120 | Seventy-Fifth Street. 

ABSTRACT OF DISCUSSION 

Dr wx Paut ANpbDERSON, Los Angeles: According to 
River ettsias are minute highly parasitic micro-organisms 
whicl intermediate in character between bacteria and 
viruse ey are incapable of passing through an earthenware 
filter filter is also incapable of allowing ordinary bacteria 
to pas igh it. They are able to multiply only in the 
suscept ls of a host. The designation of rickettsia usually 
implic the agent is associated at one stage of its life's 
histor an arthropod vector. The known vectors in 
rickett ases are lice, fleas, ticks, mites and larval mites. 
Histol dies in the diagnosis of the virus and rickettsial 
diseas tt for those of research workers, have been some- 
what 1 |. Smears, scrapings, tissue imprints and sections 
proper | and stained are of value in the diagnosis of such 
virus as lymphogranuloma venereum, sheep pox, small- 
pox, ox, herpes simplex, herpes zoster, molluscum 
contag verruca vulgaris, milker’s nodes or human cow- 
pox, | s varicelliform eruption, vaccinia and alastrim. 
Such 1 s should also be perfected for the immediate and 
ready sis of the various rickettsial diseases, most of 
whicl utaneous manifestations. As far as I know the 
rickett rickettsialpox has not as yet been demonstrated 
in the f human beings. Dermatologists have used for 
a long somewhat similar methods in the diagnosis of 
leprom leprosy (scrapings) meningococcemia, granuloma 
inguina histoplasmosis. There is reason to believe— 
particu ince the recent cytologic studies of cancer by the 
Papani technic—that dermatologists should institute 
investig along somewhat similar lines concerning not 
only ¢ us malignant growths, including the lympho- 
blaston it also this large group of virus and rickettsial 
disease reecnt therapeutic success of chloramphenicol 
(chloror n*) and aureomycin in the rickettsial diseases and 


possibly 


me of the virus diseases makes one feel that a 


method irly and exact diagnosis is to be desired. The 
mite wl as been incriminated in the spread of rickettsialpox 
has beet d in such widely separated areas as Tucson, Ariz., 
Washing’ D. C., Philadelphia, New York, Indianapolis and 


Boston. 
this dise 


is to be anticipated, therefore, that other cases of 
will appear elsewhere in this country. 


Dr. E1 ve TrauGcotr Bernstein, New York: I want to 
emphasi it, because of the ingenuity of Dr. Morris Green- 
berg, wl connected with the New York Health Department, 


this dise: was discovered. It was a great task to go into 
tors of the Kew Gardens settlement and to obtain 
ence that a new disease was being dealt with, to 
tor and to find all the things which brought about 
y oi this entity. It is called Kew Garden fever. 
ise is similar to the abortive type of exanthematous 


the incin 
all the ey 
find the \ 
the discov. 
This dis 


‘yphus wlich was observed about thirty years ago in the 
Russian army. 
Dr. L. P. Barker, New York: In cases of suspected 


rickettsialpox one can have the complement fixation test done 
by the U. S. Public Health Service at Bethesda, Md. Ten 
cubic centimeters of uncitrated blood is put into a sterile test 
tube, similar to the procedure for a Wassermann test of the 
blood, and sent directly to the Public Health Service labora- 
tories. A short history of the case should accompany this 
‘pecimen. The laboratory will also do complement fixation 
tests for Rocky Mountain spotted fever and typhus. 





INFERTILITY—JONES 





1123 





SOME NEWER ASPECTS OF THE MANAGE- 


MENT OF INFERTILITY 


G. E. SEEGAR JONES, M.D. 
Baltimore 


A discussion of infertility would be incomplete with- 
out a comment on the changing concepts of the defi- 
nition. For statistical purposes it may be necessary 
to retain the criterion of a three year barren marriage. 
However, for the most satisfactory therapeutic results 
it appears that investigations for infertility must be 
instituted before these three, possibly most valuable, 
years have been wasted. The validity of shortening the 
period is substantiated by work of Diddle * and Gutt- 
macher,? who independently obtained a figure of six 
months as the average time for a normal couple to 
achieve pregnancy. Relative infertility may be con- 
sidered to exist any time after a six month interval. As 
late marriages and prolonged use of contraceptives are 
an integral part of our present society (especially in the 
private practice group) the foregoing fact is extremely 
important. Patients who marry after the age of 28 are 
contending, after a three year span, not only with 
iniertility factors which might have been present at the 
onset of their marriage but also with the little under- 
stood, though well recognized, infertility factors of 
aging. 

It cannot be too frequently reiterated that the study 
of the infertile couple must be as complete as possible, 
for the etiologic factors of infertility are often multiple. 
The enormous number of possibilities involved in the 
problem of infertility may be emphasized by a mathe- 
matical computation of the number thereof. Ignoring 
the problems of the husband, Rock * has listed twenty- 
two conditions in the pelvis alone which are associated 
with infertility. Calculation of the possible combi- 
nations of these factors leaves one with the staggering 
number of 4,194,540 possibilities. There are many 
excellent outlines in the literature for rapid and com- 
plete diagnostic studies, and such routine procedures 
will not be discussed in the present study. 

Statistical evaluations of the etiologic factors con- 
cerned in infertility are of questionable value, because 
such data are so dependent on the type of clinical 
material available to the investigator. To quote only 
a few facts in the more recent literature; the South 
American reports * have given a 75 per cent ratio in 
favor of the male factors. Recent reports from 
Palestine ® have shown the occurrence of tuberculous 
endometritis to be as high as 33.3 per cent. Overstreet ° 
has cited cervical factors in as high as 70 per cent 
of his cases. The majority of reports agree that physio- 
logic or endocrine factors play a relatively small role 








From the Department of Gynecology, Johns Hopkins Hospital and 
University. 

The present study was facilitated by a grant from Hoffmann-La Roche, 
Incorporated 

Read before the Section on Obstetrics and Gynecology at the Ninety- 
Eighth Annual Session of the American Medical Association, Atlantic 
City, N. J., June 8, 1949. 

The pregneninolone (progestorol®) and ethinyl estradiol (lynoral®) 
used in the present study were supplied by Organon, Inc. The pituitary 
gonadotropin was supplied by E. R. Squibb & Sons and the alphatocopherol 
(ephynal acetate®) by Hoffmann-La Roche, Inc 

1. Diddle, D. W., and Jack, R. W.: Fertility in Women: The Length 
of Time Required to Conceive, Am. J. Obst. & Gynec. 54: 57, 1947 

2. Guttmacher, A.; Tietze, C., and Rubin, S.: Contraception in 2,000 
Private Obstetrical Patients, to be published. 

3. Rock, J.: Investigation and Treatment of Infertility, M. Clin. North 
America 91: 1171, 1948. 

4. Do Amaral, C.: Symptomatology and Etiodiagnosis of Sterility in 
Women, An. brasil. de ginec. 13: 331 and 419, 1948. 

5. Halbrecht, I.: La tuberculose, latente des organes génitaux féminins 
sa fréquence et son importance comme cause de stérlite chez la femme, 
Schweiz. med. Wehnschr. 76: 708, 1946. 

6. Overstreet, E. W.: Evaluation of 
Med. G9: 32, 1948. 


Infertility Factors, California 














1124 VANAGEMENT OF 


in the causation of infertility. The present study deals 
with a group of 98 patients complaining of primary and 
secondary infertility,’ who according to results of their 


preliminary diagnostic studies seemed to fall into this 


relatively rare classification: that is, infertility of endo- 
origin 


crine or metabolic, rather than anatomic, 








METHODS OF STUDY 

The ovarian function of patients has been evaluated 

basal temperature charts, studies of cervi- 

cal mucus, pregnanediol determinations and 

endometrial biopsies. The basal temperature charts, it 
ust be emphasized, are kept for the use of the phy- 

and are used as an evaluation 


yy the use ol 
urinary 


not the patient 
§ the luteal phase rather than as an indication of 
Chey are used also as a check on the proper 
timing in the cycle for Huhner tests, pregnanediol col 
lections and endometrial biopsies and as a check on the 
patient’s intercourse habits. It is not believed that 
the basal temperature charts should be used by the 
atients for the purpose of timing intercourse, as these 
enough psychosomatic problems without 
idding artificial ones It is believed that the patients 
should be having normal intercourse two to three times 
i week, assuming a normal semen specimen, rather than 
making usually futile efforts to strike a specific time on 
1 temperature curve. The charts which we find most 
valuable are marked in one-tenth degrees Fahrenheit, 
ind waking rectal temperatures are preferred. \ spe- 
cially calibrated thermometer with a total recording of 
only 4 degrees, from 96 to 100 F., makes accurate 
temperature readings easier to obtain. 

The physiologic role of cervical mucus has _ been 
clearly demonstrated by La Marr, Shettles and Delfs * 


| 
ovulation 


patients h ive 


Sixty-three patients had sterility histories of three or more years’ 
duration, and 35 patients had three or more consecutive abortions 
8. La Marr, J. K.; Shettles, L. B., and Delfs, E.: Cyclic Penetrability 
of Human Cervical Mucus to Spermatozoa in Vitro, Am. J. Physiol 
129: 234, 1940, 
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and the excellent studies of Pommerenke and _ his 
group.” With these studies well in mind, it is obvious 
that a Huhner test is valueless if it is not done in the 
preovulatory phase of the menstrual cycle. Specimens 
of cervical mucus are obtained by applying suction with 
a plunger-type of syringe on a coarse capillary tube, 
which has been carefully inserted into the canal so that 
bleeding does not occur. Note is taken of the amount 
and quality of the mucus, and the py is tested by uni- 
versal indicator paper. The capillary tube is examined 
microscopically for numbers of sperm and quality of 
sperm motility. 
Pregnanediol determinations are made on a forty-eight 
hour urine collection during the peak of the luteal phase, 


as determined by the temperature chart. The Astwood- 
Jones technic '° is used; this method has been er ployed 
in the laboratory for the past nine years, duri which 
time the same chemist has made about 1,200 cetermi- 
nations. The normal range is judged by the e.tremes 
in values found during the six days covering tl height 
of the luteal phase of fifteen complete menstru:’ cycles 
of normal persons. The average low excreti value 
for these fifteen menstrual cycles was 6.2 \:g. per 
forty-eight hours, while the average high \ Was 
10.7 mg. per forty-eight hours. The extre ve low 
value was 4 mg. per forty-eight hours, and s this 
figure which has been used as the criterion f° a low 
pregnanediol excretion rate in the present ies of 


patients. 





i 


== 





Low power photomicrograph of interval secretory endometna! 


Fig. 2 
1g. <- 


Endometrial biopsies are obtained in the premet 
strual phase as timed by the temperature charts, and 
the biopsies are read as nonsecretory (fig. 1), mterva 


secretory (fig. 2) or premenstrual (fig. 3). Specimens 
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10. Astwood, E. B., and Jones, G. E. S.: A Simple Method for te 
Quantitative Determination of Pregnanediol in Human Urine, ' 
Chem. 137: 397, 1941. 
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obtained in the premenstrual phase are preferred to 
menstrual biopsy specimens because of the more accu- 
rate interpretation of the pattern at this time, a fact 
substantiated by Brewer and Jones" in their study of 
correlated histologic relationships of the corpus 


the : — Ay ~ ; 
nd endometrium. The possibility of inter- 


Juteun 





photomicrograph of premenstrual endometrial tissue. 


rupting regnancy by curetting a patient at this time 
can be ded by advising abstinence or use of some 
form ot traception during the month of study. 


An ; pt to evaluate the underlying endocrine and 
medica ormalities has been made by obtaining a 
careful ritional history and determining the basal 


metabo! ate, blood cholesterol level, fasting blood 
sugar | dextrose tolerance and serum vitamin E 


level. 
modific 


vitamin E determinations are made by a 
1 of the Quaife technic.'* 


OVULATORY DEFECTS 


\n analysis of the basal temperature charts (fig. 4) 
showed that 49 of 255 menstrual cycles, or 19 per cent, 
were anovulatory. Such anovulatory cycles occurred 


consistently in 13 per cent of the patients. An addi- 
tional 14 per cent of these women had frequent ano- 
vulatory cycles, and the remaining 73 per cent had 
consistently ovulatory ones. Twenty-one per cent of 
these women showed sporadic anovulatory cycles, leav- 
ing 52 per cent of the patients with no anovulatory 
cycles at all during the months studied. The longest 
number of consecutive ovulatory cycles in the present 
series was 18. 

_ Analysis of urinary pregnanediol excretion (fig. 5) 
indicated that 20.2 per cent of the patients were having 





we Brewe r, J. I., and Jones, H. O.: Studies on Human Corpus Luteum 
Histologic Variations in Corpora Lutea and in Corpus Luteum-Endo 
n rial Re lationships at Onset of Normal Menstruation, Am. J. Obst. & 
synec. 54: 561, 1947, 
> . ~ . N if i f 
Ow Jones, G. E. S., and Stran, H.: A Modification of the Method ot 
: aie and Harris for the Estimation of Tocopherols in Blood Plasma, 
* published. 
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aluteal, or anovulatory, cycles. This figure is relatively 
close to that obtained by the use of basal temperature 
charts. 

Analysis of the endometrial patterns obtained by 
premenstrual biopsy (fig. 6) showed that 21 per cent 
of the patients were anovulatory, as judged by a non 
secretory endometrial pattern. 


LUTEAL PHASE DEFECTS 

An evaluation of the luteal phase by means of the 
basal temperature chart (fig. 4) showed that 206, or 
81 per cent, of the 255 cycles studied were ovulatory 
Thirty-five of these 206 were judged as showing an 
inadequate luteal phase, either because of a temperature 
rise of less than 0.8 degree F. or an elevation lasting 
less than ten days. Thus, according to basal tempera- 
ture charts, 13 per cent of the total number of cycles 
studied showed evidence of inadequate luteal function 

The pregnanediol excretion values (fig. 5) showed 
that 34.3 per cent of the patients had deficient corpus 
luteum function, as judged by a pregnanediol output of 
less than 4 mg. per forty-eight hours at the peak ot 
their luteal phase. This number of persons with defec 
tive corpus luteum function is considerably higher than 
could be estimated from analysis of the charts only 
Forty-five and one-half per cent of all patients showe 
an adequate pregnanediol excretion rate. 

An evaluation of the endometrial biopsy (fig. 6 
indicated that 79 per cent of the cycles studied were 
ovulatory, but only 29 per cent of specimens showed 
adequate secretory changes, while the remaining 50 per 
cent were considered an interval secretory type of 
endometrium rather than a premenstrual type. These 
observations would seem to indicate that 50 per cent 
of the entire group of women had either inadequate 
luteal stimulation or defective endometrial response t¢ 
stimulation. 

FOLLICULAR PHASE DEFECTS 

An evaluation of the follicular phase of ovarian func- 
tion by any but clinical methods is more difficult, if 
indeed, it is possible. In the present series the follicular 
phase was considered to be normal unless there was 
absence of ovulation or there were prolonged irregular 
preovulatory phases. Such defects of the follicular 
phase were more unusual than those ot the luteal phase 
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Fig. 4.—The record of basal temperature charts during 255 menstru: 


) Showing the percentage of cycles which were anovulatory (line 
deficient (black) or normal (crosshatched) in the luteal phase 


Patients with amenorrhea have not been included in 
the present series, as they represent a different clinical 
problem. Twenty-five per cent of the women had 
menstrual cycles which were almost consistently pro- 
longed beyond a thirty-six day period. The majority of 
these patients were classed in the anovulatory group, as 
41 per cent of the anovulatory cycles showed pro- 
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longation, while only 18 per cent of all the ovulatory 
veles that were studied showed a similar prolongation, 
\mong the ovulatory cycles this prolongation was 
invariably due to a protracted follicular phase. 

One other small group of patients deserve mention. 
In this group the postcoital cervical mucus observed in 
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the preovulatory phase showed no motile sperm and the 
>, was below 7. There were no anatomic defects or 
infection present to account for these abnormal obser- 
vations. It was assumed that this might reflect minor 
inadequacies of the follicular phase or a lowered tissue 
response to estrogens, that is, a cervical dysfunction. 
Che use of estrogen suppositories by such patients for 
five days postmenstrually proved helpful in correcting 
this condition 
GENERAL CONSIDERATION 

In consideration of the background of these distur- 
hances it was found that over 50 per cent of the patients 
had basal metabolic rates below minus 5 per cent, or 
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hlood cholesterol determinations above 240 mg. per hun- 
dred cubic centimeters. These women are not clinically 
hypothyroid, but additional thyroid hormone seems to 
assist in the restoration of reproductive function to 
normal. The consistently repeated clinical substantia- 
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tion of this fact seems to make its validity inescapable, 
The observation of Peters and others '* that the blood 
iodine level is normally elevated in an early pregnancy, 
with failure of such an elevation to appear in patients 
suffering abortion, suggests that the application of the 
blood iodine determination as a measure of thvroid 
function may be an important advance as a means of 
studying the role which this gland plays in reproductive 
disorders. 

\pproximately 25 per cent of the women had lowered 
values of vitamin E in their serum, as judged by studies 
on 43 normal subjects in whom 221 serum levels were 
determined throughout the course of normal preg- 
nancies. The percentage of serum vitamin E values 
which were below 0.9 mg. per hundred cubic centimeters 
was 26 per cent, against 10 per cent in the normal group 
(fig. 7). The observation of lowered serum vitamin E 
levels in patients with infertility is difficult to ev:luate, 
as it has occurred as a single deficiency in only 
3 patients. It may possibly indicate only that these 
women are generally under par from a nutrition:! and 





metabolic point of view. These lowered serun) vita- 

min E levels were raised by the administration of 

alphatocopherol '* in doses from 25 mg. to 50 ing. a 
25 Noro 
Cj infertile 
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Fig. 7.—A comparison of plasma alphatocopherol levels in yf ts with 

infertility and in a series of normal women. Ten per cent of normal 
women had levels below 0.9 mg. per hundred cubic centimeters, er cent 
of the infertile women had values below this figure. 





day, over a period of several months, although the 
present tendency throughout the country 1s toward 
much larger doses of 100 to 300 mg. of the vitamin 
per day. 

Only a small group of patients gave indications of 
other endocrine abnormalities. Two patients seemed 
to have the beginning of Cushing’s syndrome, but 
neither showed laboratory evidence of defective adrenal 
or pituitary function. One diagnosis of preclinical 
diabetes was made on the basis of the dextrose tolerance 
tests. In a fourth patient ovarian cysts from 4 to 6 cm. 
in diameter developed during the luteal phase. These 
were thought to be luteal cysts, but underlying pituitary 
defects were not demonstrable. 


@ 


THERAPY 
Treatment has been directed toward curing the 
underlying defects which seem to be borderline thyrot 
disturbances, nutritional defects (including vitamin E 
deficiencies) and, much more rarely, pancreatic and 
adrenal or pituitary disturbances. As it is well know? 


——— 


__ 13. Peters, J. P.; Man, E. B., and Heinemann, M.: Pregnancy and the 
Thyroid Gland, Yale J. Biol. & Med. 20: 449, 1948. 
14. Ephynal acetate,® Hoffmann-La Roche, Inc. 
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that in animals the general state of health is reflected 
in the luteal function, elimination of all toxic substances 
such as drugs, excessive alcohol or smoking is advised 
and high protein diets are prescribed with additional 
vitamins and a regulated caloric content, depending on 
the patient’s nutritional state. Adequate rest incorpo- 
rated in a regular routine is required. 

In addition to these general measures directed toward 
correcting the deficiencies, supportive therapy is given. 
Sixty milligrams of pregneninolone '* a day is given as 
adjunctive therapy for patients showing an inadequate 
luteal phase. Four days after the temperature rise is 
definitely established, medication is begun and con- 
tinued until menstruation occurs: or; “if -pregnancy 
ensues, until an adequate pregnanediol output is demon- 
strated. The dose level of 60 mg. is chosen because 
this amount of pregneninolone consistently produces a 


secretory pattern in properly prepared human endo- 
metriums. The oral progestogen has been used in the 
present study in preference to the intramuscular pro- 


gestcrone because it is not excreted as pregnanediol 
and therefore does not interfere with an evaluation of 
the patient’s luteal function. Thus when she becomes 
pregnant, if the pregnanediol excretion is adequate in 
two twenty-four hour periods during the first two 
weeks after the missed menses, pregneninolone therapy 
is generally discontinued. 

e specific treatment in patients showing defects 


in the follicular phase of ovarian function has been 
grajually increasing doses of estrogen during the first 
thre: weeks of the cycle, and reaching a sharp peak *® 
at eighteeenth day, then dropping to a low level *’ 
during the administration of 10 mg. of progesterone 
intrumuscularly daily for eight days. Although men- 
strus| cycles are regular during such therapy and, in 


the patient, occasional regular bleeding may occur for 
several months thereafter, treatment in this manner has 
seldom been successful in stimulating normal pituitary 
function. 

Three patients with anovulatory cycles received 
pituitary gonadotropin, 125 rat units a day for two 
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BASAL TEMPERATURE CHART 








PREGNANEDIOL ENDOMETRIAL BIOPSY 


Fig. 8.—A comparison of the basal temperature charts, pregnanediol 
determinations and premenstrual endometrial biopsy as methods for the 
evaluation of ovulatory and luteal phase of ovarian function, showing the 
Percentage of cycles whic were anovulatory (lined) deficient (black) or 
normal (cross hatched). 


consecutive days. Pregnant mare serum has not been 
used in the present series, as our first trial cases indi- 
cated a high toxicity rate; also, experience with its 
effect on the primate ovary were not encouraging." 








15. Progestrol,® Organon, Inc. 
16. Diethylstilbestrol 5 mg. or ethinyl estradiol 0.25 mg. 
17. Diethylstilbestrol 1 mg. or ethinyl estradiol 0.05 mg. 


Gonadotropes in Adult Rhesus Monkeys, Contrib. Embryol. 30: 113, 1942. 
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Ovarian irradiation has not been used in the clinic, 
and those cases which are suitable for ovarian resection 
are not among this group. 

COMMENT 

An analysis of the basal temperature charts of 255 
menstrual cycles showed that 49, or 19 per cent, were 
anovulatory, and 206, or 81 per cent, were ovulatory. 
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Fig. 9.—Luteal phase evaluation. The three charts show a simultaneous 
basal temperature curve (in degrees Fahrenheit, at left) and total cyclic 
pregnanediol excretion (in milligrams per forty-eight hours, at right). The 
upper chart is of a normal person with good temperature curve and with 
adequate pregnanediol excretion, a total of 39 mg.; the middle chart shows a 
normal temperature curve, although there is an inadequate pregnanediol 
excretion, the total being 18.8 mg.; the third chart demonstrates that when 
the pregnanediol excretion is extremely poor, a total of 10.5 mg., the 
inadequate luteal phase is eventually reflected in the temperature curve. 


Thirteen per cent of the total number of cycles studied 
showed evidence of inadequate function (fig. 4). If this 
figure is interpreted in terms of patients, rather than 
total cycles, it is found that 13 per cent of the patients 
consistently had anovulatory cycles and an additional 
14 per cent had numerous anovulatory cycles, leaving 
73 per cent who consistently had ovulatory cycles. 

An analysis of the urinary pregnanediol excretion 
during the peak of the luteal phase indicated that 20 per 


.cent of the patients were having aluteal, or anovola- 


tory, cycles; this is in close agreement with the figure 
estimated from data of basal temperature charts. Forty- 
five and one-half per cent of the women had an ade- 
quate pregnanediol excretion; 34.3 per cent of the 
group did not and thus gave evidence of deficient luteal 
function. This is considerably above the. estimate of 
inadequate luteal function based on data from the basal 
temperature readings (fig. 5). 

A study of the endometrial patterns obtained by 
premenstrual biopsy disclosed that 21 per cent of the 
patients were anovulatory and 79 per cent ovulatory. 
However, only 29 per cent of the curettings showed 


adequate secretory changes (the normal premenstrual 
type of endometrium). The remaining 50 per cent 


showed an interval secretory type of endometrium. 
Such observations in this highly selected group of 


patients are especially striking when they are compared 
with endometrial biopsies made on a_ consecutive, 





18. Hartman, C. G.: Further Attempts to Cause Ovulation by Means of 
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unselected series of infertile patients. 
of these biopsies showed nonsecretory phases. 
teen per cent presented interval types of secretory 
endometrium, and 74 per cent showed premenstrual 
types of endometrium, indicative of adequate luteal 
function and endometrial response (fig. 6). 

It would seem from these observations (fig. 8) that 
a careful evaluation of premenstrual endometrial tissue 
tmmay be the most sensitive method for the estimation 
of the adequacy of the luteal phase, the basal tempera- 
ture chart being the most sensitive to ovulation but the 
least sensitive to quantitative variations in luteal func- 
tion. This fact is illustrated in figure 9. The first two 
temperature curves appeared normal, although the 
pregnanediol excretion of the second patient was defi- 
nitely below normal. It is only with extreme reduction 
in pregnanediol excretion that an abnormal temperature 
curve appeared as in the lowest chart of figure 9. 

\lthough a poor pregnanediol excretion was usually 
associated with an inadequate endometrial pattern, it 
is interesting to note that 45.5 per cent of the patients 
showed an adequate luteal phase as judged by preg- 
nanediol excretion and only 29 per cent, by pre- 
menstrual endometrial biopsy. Perhaps this indicates 
that many of these patients have an inadequate endo- 
metrial response tu progesterone stimulation. More 
infrequently the reverse condition occurred, and a pre- 
menstrual endometrial pattern was associated with a 
deficient pregnanediol excretion. These occasional cases 
are not believed to represent technical errors, as repeated 
determinations have demonstrated similar results. Such 
patients may have marginal corpus luteum deficiencies 
with sufficient progesterone to stimulate adequately the 
endometrium but with no reserve function. 


RESULTS OF THERAPY 

The material presented is not ideal for an analysis of 
results of therapy, as many patients have been studied 
and referred back to their original physicians for treat- 
ment and follow-up. Furthermore, the group is a 
heterogeneous one, consisting of some 63 patients hav- 
ing primary infertility of two or more years’ duration 
and 35 patients having secondary infertility associated 
with repeated abortion, all having had three or more 
spontaneous miscarriages. 

The number of live babies obtained in this group, 
without correcting for any factors, is 21, or approxi- 
22 per cent. An additional 7 patients are now 
pregnant. If only the 60 patients handled within the 
clinic and under adequate treatment for a period of 
three or more months are considered, the following 
figures are obtained: 35 per cent of the women had 
live babies and 12 per cent are now pregnant. Among 
the 37 patients with primary sterility, 15, or 41 per cent, 
have become pregnant but the abortion rate has been 
high; 5 of the 15 have miscarried. Among the 23 women 
having: recurernt abortion, 13, or 56.5 per cent, have 
live babies and an additional 5 women are now preg- 
nant. Five, or approximately 22 per cent, have mis- 
carried. The spontaneous cure rate among a group of 
women having three or more abortions is estimated as 
between 16 and 30 per cent.’® 

All women in the present series have been treated 
for every abnormality which was demonstrable. In 


mately 








19. Eastman, N. J.: Habitual Abortion, in Progress in Gynecology, New 
York, Grune & Stratton, Inc., 1946. Hertig, A. T.: Spontaneous, Threat- 
ened and Habitual Abortion: Their Pathogenesis and Treatment, New 
England J. Med. 230: 797, 1944. 
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occasional cases, when semen examinations indicated 
the need, the husbands were also treated. Therefore 
an evaluation of the individual specific measures used 
among this group of patients is impossible. It is inter- 
esting to observe that among 13 patients treated for 
follicular phase defects only 1 pregnancy occurred. This 
patient received pituitary gonadotropin. Two women 
in the entire group failed to show any abnormalities in 
the studies made. In 1 endometriosis subsequently 
developed ; the other has no demonstrable abnormalities 
to account for her infertility. Neither of these patients 
has become pregnant. 


SUMMARY AND CONCLUSIONS 

A group of patients having no demonstrable ana- 
tomic pathology and who had primary or secondary 
infertility have been studied. Basal temperature read 
ings, urinary pregnanediol determinations, cervical 
mucus and endometrial biopsies have been used to 
evaluate the ovarian status. 

The disturbance most frequently encountered was 
that of inadequate corpus luteum function or proges- 
terone metabolism. Follicular phase defects occurred 
less frequently, and associated disturbances of the ovula- 
tory mechanism occurred in about 20 per cent of the 
patients. 

The basal temperature charts are perhaps the most 
sensitive indication of the presence of a corpus luteum 
and of progesterone secretion, but they are the least 
quantitative. The endometrial biopsy reveals inade 
quate progesterone stimulation in the largest percentage 
of the patients. As the pregnanediol excretion indi- 
cated a normal progesterone output in 45 per cent of 
the patients, perhaps an endometrial dysfunction or a 
failure of the endometrium to respond properly to 
progesterone stimulation occurs not too infrequently. 

Treatment has been directed toward curing the under- 
lying defects, which seemed to be borderline thyroid 
disturbances, nutritional defects (including vitamin I 
deficiencies) and, much more rarely, endocrine dis- 
turbances such as adrenal, pancreatic and pituitary 
adenopathies. Adjunctive progestogen therapy has been 
used in a cyclic manner when indicated during the 
luteal phase. Estrogen therapy in the form of supposi- 
tories has.been used in a small group of patients show- 
ing abnormal cervical mucus in the absence of other 
pathologic conditions to account for this dysfunction. 
Cyclic estrogen-progesterone therapy with increasing 
loses of estrogen mounting to a peak before proges- 
terone administration has been used in patients show- 
ing anovulatory cycles. Pituitary gonadotropin has 
been used at the midinterval in 3 patients with anovula- 
tory cycles of normal or shorter than normal duration. 


Twenty-one of 60 women adequately treated and fol- 
lowed have live babies, and an additional 7 are now 
pregnant. However, it is most difficult to evaluate 
treatment scientifically, because the patients have sel- 
dom shown a single deficiency and all deficient factors 
have been treated as indicated in each patient. There- 
fore there is not a series of patients treated with thyroid, 
diet, vitamin E, progestogens, estrogens or pituitary 
gonadotropin alone. Results with the present program 
are such that I do not feel justified in obtaining such a 
series of cases. It is to be hoped, therefore, that as the 
series enlarges over a period of years the relative impor- 
tance of the various defects found, as well as the impor- 
tance of the therapy instituted, will emerge from the 
data collected. 
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ABSTRACT OF DISCUSSION 


Dr. J. P. Greenniit, Chicago: The study by Jones 
brings out several important facts. First, that in her series 
of selected cases 20 per cent of the menstrual cycles, or 
1 in 5, were anovulatory as compared with about 9 per cent, 
which is the incidence of anovulatory cycles in infertile women 
in general. Hence ova were absent far more frequently in 
women whose infertility was due to endocrine and metabolic 
factors than in those with anatomic defects. There was remark- 
ible similarity in the results obtained concerning the presence 
f anovulation by means of basal temperature charts, urine 
pregnanediol secretion and endometrial patterns. One of the 
most important parts of the paper deals with the detection of 
luteal phase defects. Jones found that 13 per cent of the total 
number of cycles showed inadequate luteal function as deter- 
ined by temperature charts and 34.3 per cent showed luteal 
ects as revealed by pregnanediol output, also that 50 per cent 
the endometrial biopsies showed either inadequate luteal 
mulation or defective endometrial response to stimulation. It 
important to recognize the difference between luteal deficiency 
| complete absence of ovulation because, as Jones has showed, 
re is considerable hope for women who have luteal defects 
the results in women who have continuous anovulatory 
les is poor. Jones concludes that it is difficult to evaluate 
results of her therapy, but the outcome in so many of her 
es was successful that her combination of data obtained by 
tests she has outlined and the treatment she administered 

t be given credit for the good results. 


x. Joun Rock, Brookline, Mass.: Dr. Jones calls attention 
three intimately interrelated major factors in reproductive 
siology—ovulation, luteal function and endometrial develop- 
t. Time restricted her mentioning the serum level of vita- 
E and tests for thyroid function in diagnosis of “underlying 
crine and medical abnormalities.” Of 90 patients, 27 per 
t became pregnant. Abortion struck some of these, but that 
. different therapeutic problem. Dr. stated that 
se 90 patients included 35 women each of whom had 
already been pregnant three times and that no patients with 
tectable anatomic abnormalities, such as closed tubes, and no 
patients with habitual amenorrhea were included. She properly 
warns against using the temperature graph for more than an 
indication whether or not and about when in a particular cycle 
ovulation occurred. There are rare cases, all in women of 
irregular menstruation, in which a particularly low temperature 
is immediately informative that ovulation may have just taken 
place or may be about to do so; in these cases, if there has not 
been coitus during the preceding twenty-four hours it had better 
be accomplished soon. Temperatures following this significant 
level will reveal whether or not the corpus luteum was instituted. 
If the second, elevated, phase fails to follow, due observance is 
required of the next time the morning temperature again reaches 
the low suggestive level. 


Jones 


Dr. Sopnta J. KieecmMan, New York: Dr. Jones and Dr. 
Greenhill referred to the importance of preconceptional treat- 
ment. Prepuberal treatment is part of it. Children who are 
allowed to remain considerably overweight during the prepuberal 
and adolescent years are more likely to have menstrual irregu- 
larities during puberty. More attention should be paid to pro- 
longed delay in the onset of menses. “Let nature take its 
course” may be good advice in some cases and poor advice in 
others. One has to distinguish between medical interference 
and negligent delay, both of which are harmful to future fer- 
tility. I would like to reemphasize that great harm is done to 
fertility by too frequent surgical treatment. Since most gyne- 
cologic surgical procedures are performed by general surgeons, 
the reproductive organs are excised or tampered with more 
often than necessary. Dr. Rock has stated that the function 
of the reproductive organs is to reproduce. That statement 
should be hung in every operating room. 


Dr. ApranaM E. Raxorr, Philadelphia: Demonstration of 
the usefulness of the basal temperature chart is most important; 
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equally important is the fact that in problem cases the basal 
temperature chart is not sufficient. A careful histologic study 
of the endometrium and in such cases pregnanediol studies have 
great value. I am strongly opposed to the routine use of thyroid 
in the treatment of all anovulatory patients. Perhaps I have been 
influenced by observing, in the endocrine clinic with which I am 
associated, patients suffering from the bad results of indiscrimi- 
nate thyroid treatment. I cannot see any reason why patients 
who do not exhibit adequate laboratory or clinical evidence of 
thyroid deficiency should benefit from thyroid therapy. I am of 
the opinion that of all the endocrine substances which can be 
used in the treatment of anovulatory sterility perhaps none is 
so useful and less harmful than progesterone, which, given in as 
large a dose as the patient can afford during the last half of the 
cycle, is perhaps the best agent to stimulate ovulation in the 
succeeding cycle. 


Dr. Kart JoHN Karnaky, Houston, Texas: In over 120 
patients with endometriosis who had anovulatory cycles and 
were treated in our Menstrual Disorder Clinic, it was observed 
that after large and increasing doses of micronized diethylstil- 
bestrol had been administered and treatment had then been dis- 
continued about 85 per cent of these patients had normal 
ovulatory cycles as determined by basal body temperature, 
endometrial biopsies and pregnancies. Since that observation 
over 100 patients with dysfunctional uterine bleeding and ano- 
vulatory cycles have been treated with large and increasing 
doses of diethylstilbestrol over a six week period. One fourth 
of a 25 mg. diethylstilbestrol tablet is given every night at 
9 o'clock, and every fourth night the dose is increased one- 
fourth tablet until the drug has been administered for six weeks. 
Then the dose is gradually decreased 50 per cent every third 
night until it is reduced to 3.12 mg. daily, when treatment is 
discontinued. Fifty milligrams of testosterone propionate aids 
in the prevention of excess withdrawal uterine bleeding. To 
prevent nausea 2 to 5 cc. of soluble vitamin B complex is given 
intravenously and/or 50 to 100 mg. of testosterone propionate 
is given intramuscularly the day before the first 9 p. m. dose 
of diethylstilbestrol. Most anovulatory cycles can be made 
ovulatory by administration of diethylstilbestrol alone. If the 
basal metabolic rate is low thyroid is given, and if there is any 
other deficiency present it is corrected. Estrogen now plays an 
important part in the treatment of anovulatory cycles. 


Dr. G. E. Seecar Jones, Baltimore: I have been determining 
vitamin E serum levels of women with infertility problems for 
the last three or four years, and by my criterion of normal 
about 25 per cent of patients with infertility problems have 
low vitamin E serum levels. I cannot say that any patient 
has been helped by vitamin E. But I do know that the serum 
levels can be raised by the administration of vitamin E. Only 
2 patients in this group of 98 showed low vitamin E serum 
levels as a sole deficiency, and as an attempt has been made 
to treat every deficiency, it is extremely difficult to evaluate 
any one type of therapy among these patients. I agree with 
Dr. Greenhill entirely; I believe that thyroid is still the most 
potent drug in treatment of infertility, but I give it only when 
indicated, as Dr. Rakoff suggests. Basal metabolic rates and 
blood cholesterol determinations are used to help determine 
indications for the usé of thyroid, but even these are believed 
to be inadequate. I hope that blood iodine determinations will 
help in clarifying the part that the thyroid gland plays in 
reproductive abnormalities. Cyclic progesterone therapy is not 
used, although intramuscular progesterone is cheaper than the 
oral pregneninolone. The oral preparation has been used in 
these studies because it does not interfere with the pregnanediol 
determinations: if these patients become pregnant, it is con- 
sidered extremely important to know what their luteal function 
is at the immediate onset of pregnancy. Two weekly preg- 
nanediol determinations are made when pregnancy occurs before 
administration of pregneninolone is discontinued. If the pro- 
gesterone output is inadequate as judged by pregnanediol deter- 
minations, the drug is not stopped. 
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EPILEPSY AS A SEQUELA OF RECURRENT 
MALARIA 


DAVID R. TALBOT, M.D. 
ALAN C. ELERDING, M.D. 
and 
JOHN O. WESTWATER, M.D. 
Los Angeles 


\ large number of young men were given medical 
discharges from the armed services during World 
War II because of convulsive seizures. Many of these 
were stationed in malarial areas at the time of 
onset of their seizures, and some of them have had 
recurrent attacks of malaria. Because Plasmodium is 
often not considered in the differential diagnosis of 
agents which can produce cerebral damage with con- 
vulsive manifestations, the following discussion and case 
reports are presented. 

Cerebral pathologic change caused by Plasmodium 
falciparum is a well known entity. It is only in recent 
years that the agent of tertian malaria, Plasmodium 
vivax, has been established etiologically with dysfunc- 
tion of the central nervous system." 

Malaria may resemble many other disease entities, 
with symptoms referable to any part of the body. The 
diagnosis is often missed because of the failure of the 
disease to conform to the usual pattern. The absence 
of chills and fever does not rule out its occurrence in 
persons who live, or have lived, in the tropics or other 


men 


malarial areas. 

Such convulsive conditions are often thought to be 
idiopathic, because the presence of a mafarial infection, 
if detected, is considered unrelated or is regarded 
simply as an agent which lowers the seizure threshold. 
However, in a significant number of these cases there is 
no evidence of previous or of familial epilepsy and none 
of the other known factors predisposing to seizures. 
Practically speaking, it is irrelevant whether the malaria 
is the primary cause of the seizure or a trigger mecha- 
nism setting off seizures in a person with a low con- 
vulsive threshold. This academic question is of minor 
importance to the physician who is confronted with a 
patient disabled with epileptic seizures resulting from 
malaria. 

A recent paper '” has described a group of patients 
with chronically recurring malaria who had some 
organic residual abnormality of the central nervous 
system, with correlated abnormal electroencephalo- 
grams. Approximately a third of these showed electro- 
encephalographic and clinical evidence of some form of 
epilepsy. Most of these patients showed clinical 
improvement after antimalarial therapy, and many had 
a more normal electroencephalogram. Seizures often 
disappeared after the malaria was treated, without the 
use of anticonvulsive drugs. 

Ash and Spitz,? Rigdon* and others have clearly 
demonstrated the central nervous system changes inci- 
dental to malarial infection. Capillary anoxia and 
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damage result in increased capillary permeability, with 
escape of fluid and red blood cells into the tissues. 
Anoxia of the tissues is followed by degeneration and 
necrosis. Eventually necrotic areas may heal with 
gliosis and fibrosis, resulting in permanent impairment 
of the gray and white matter of the brain. 

The electroencephalogram has proved to be helpful 
in distinguishing between psychoneurosis . following 
malaria and true organic cortical damage resulting 
from malaria and in making the definite electro- 
encephalographic diagnosis of epilepsy in the latter. 

The following cases are presented as examples of 
convulsive seizures occurring in persons with a his- 
tory of recurrent malaria, with definite clinical improve- 
ment following antimalarial therapy. 

REPORT OF CASES 

Case 1—A 27 year old white army veteran gave a history 
of excellent health and a well adjusted life prior to the present 
illness, with no previous or family record of epilepsy or epi- 
leptic equivalents. There was no known birth injury or head 
injury. The usual childhood diseases had been mild, without 
complications. The present iliness began in 1945 during. army 
service after ten months in New Guinea, in an area with a 
high incidence of malaria. During that time the patient had 
taken quinacrine hydrochloride, 1.5 grains (90 mg.) daily, as 
a routine prophylactic measure. 

The first grand mal seizure occurred at night during sleep, 
at which time the patient cried out and had convulsive move- 
ments of all his extremities. The day before the scizure 
feverishness, weakness and fatigue were noted. The diagnosis 
was epilepsy, grand mal and fever of unknown cause. \fter 
two more such episodes the patient was discharged from the 
service with a diagnosis of epilepsy, grand mal. 

There were eight admissions to the hospital for epileptic 
seizures, associated with fever, which was found to be due to 
recurrent tertian malaria, proved by positive blood smears on 
the first six admissions. Positive reactions to serologic tests 
for syphilis were present on the third admission only, during 
a particularly severe malarial recurrence. This was interpreted 
as a false positive reaction. Reactions to serologic tests were 
negative on all previous and subsequent admissions. On the 
sixth admission the tip of the spleen was palpable. On the 
first four admissions the patient was treated with quinacrine 
hydrochloride. The fifth and sixth recurrences were treated 
with quinacrine hydrochloride and chloroquine diphosphate. 
Later a course of pentaquine and quinine was given. The 
patient then improved in general health, gained weight and 
had no recurrence of chills and fever. Smears for malaria 
organisms were negative. There have been several episodes 
in which the patient lost consciousness momentarily, followed 
by a feeling of weakness for several hours, but these are 
becoming milder and further apart. Exhaustive laboratory 
studies were unrevealing. Physical examination revealed no 
abnormalities except those previously noted. 

Electroencephalograms taken on each of the last five admis- 
sions revealed rapid activity with generalized cortical abnor- 
mality (fig. 1). There was much 20 to 30 second activity 
in bursts, and diphasic spikes were found in all leads. The 
fast activity was most prominent in the frontal regions. The 
records are consistent with, but not diagnostic of, grand mal 
epilepsy, and reveal the usual nonspecific generalized abnor- 
mality noted in chronic malarial encephalopathy. The latest 
tracings show only slight improvement. This, with the failure 
to demonstrate malarial parasites during the last hospital 
admissions and the absence of chills and fever on these admis- 
sions, suggests that permanent cerebral damage has been done. 

Case 2.—A 23 year old marine veteran had been well prior 
to his enlistment in the marines at the age of 16 years. There 
was no previous or family history of epilepsy or epileptic 
equivalents ; birth injury and head injury were denied. 

The patient was in combat at Guadalcanal in July 1943 and 
was hospitalized during September, October and November 
1943 with malaria accompanied with jaundice. At that time 
a diagnosis of dengue fever was also made. 
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After this hospitalization numerous altercations with superior 
oficers resulted in a medical discharge for’ psychoneurosis, 
anxiety type. 

Since then there have been several recurrences of malaria, 
which start with severe nocturnal headache, gastric distress 
and sleeplessness, followed by chills, fever, nausea and dizziness. 
These attacks were treated with quinacrine hydrochloride. 

There were a number of episodes of explosive behavior dur- 
ing this time, examples of which are: manhandling his sister, 
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-Electroencephalogram of patient with recurrent 
m associated with epilepsy, grand mal type (case 1). 





ning his father with a gun, forging a check and armed 
y of his uncle. At such times the patient felt “forced” 
these things. Later he would realize such actions were 
Wi and would surrender to authorities. There was only 
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partial memory of these events. 
( lan. 16, 1949, during an episode of chills and fever, one 
of the rarer forms of malaria parasite was demonstrated by 


[hree electroencephalograms were recorded. The record of 
Oct. 28, 1947 revealed diffuse cortical abnormality consistent 
with psychomotor epileptic equivalent. That of Jan. 10, 1949 
shi | similar tracings. The record of January 19, taken at 


the time of malaria recurrence, disclosed in all leads high 
voltage, 3 to 6 per second waves, some sinusoidal and others 
flat topped, the record being indicative of pronounced diffuse 
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Fig. 2.—Electroencephalogram of patient with recurrent malaria and 
epilepsy, psychomotor equivalent type (case 2 


cortical abnormality and consistent with postmalarial encepha- 
lopathy and epilepsy, psychomotor equivalent type (fig. 2). 
_ Since recent treatment with pentaquine and quinine, as out- 
lined by Coggeshall and Rice,* there has been no recurrence of 
malaria and none of the abnormal behavior. There has been 
improvement in the patient’s morale and general attitude. 


—— 





4. Coggeshall, L. T., and Rice, F. A.: Cure of Chronic Vivax Malaria 
with Pentaquine, 5. & ‘M. A. 139: 437-438 (Feb. 12) 1949. 
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Case 3.—A 36 year old navy veteran was well prior to his 
enlistment in January 1942. There was no history. of epilepsy 
or epileptic equivalents. Birth injury and head injury were 
denied. 

The patient served in the North African and Villa La Villa 
invasions. In the latter he was thrown in the water and 
received multiple contusions when his ship was sunk by a bomb. 
There was no head injury or loss of consciousness. There- 
after, while on shore duty in North Africa, he experienced 
chills, fever and severe headaches, at first diagnosed as catarrhal 
fever, which necessitated hospitalization on four different occa- 
sions. On the last admission, malarial parasites (type unspeci- 
fied) were found on smear. Later the patient was given a 
medical discharge with a diagnosis of psychoneurosis. After 
discharge there were recurrent attacks of sweating, chills, 
fever and morning vomiting. These episodes caused him to 
lose many jobs. Alcohol and repeated doses of quinacrine 
hydrochloride were taken in an effort to alleviate these 
symptoms. 

On Jan. 4, 1947 the patient had three blackouts with severe 
tonic muscular spasms. There was no tongue biting or loss 
of sphincter control. <A feeling of tightness in the head pre- 
ceded the seizures, with subsequent confusion, fatigue and sore- 
ness of the muscles. Since then there have been many attacks 
of chills and fever and occasional blackouts. During the last 
hospital admission (Nov. 14, 1948), occasioned by chills and 
fever, anorexia and weight loss, two smears were positive for 
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Fig. 3.—Electroencephalogram of 
petit mal (case 3). 
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patient with recurrent malaria and 


malarial organisms, the structure of the parasites suggesting 
P. falciparum. 

The electroencephalogram of Nov. 19, 1946 showed a diffuse 
cortical abnormality consistent with epilepsy, petit mal type, 
and chronic malaria. The electroencephalogram of Jan. 26, 
1949 revealed a general cortical abnormality consistent with 
epilepsy and with postmalarial encephalopathic changes, this 
record being somewhat less abnormal than the previous one 
(fig. 3). It is felt that the improvement was probably the 
result of strenuous antimalarial therapy. 

After an intensive antimalarial regimen, there was a 23 
pound (10.4 Kg.) gain in weight and a great improvement 
in mental attitude. The patient planned to return to work. 


SUMMARY AND CONCLUSIONS 


1. Cases are presented in which chronic recurrent 
malaria was the probable causative agent of cerebral 
damage manifested by convulsive seizures and abnormal 
electroencephalograms characteristic of epilepsy. 

2. Chronic recurrent malaria must be considered in 
the differential diagnosis of convulsive seizures, and 
electroencephalographic examination may be valuable 
for proper diagnosis. 

3. Pathologic conditions of the central nervous sys- 
tem incident to the severe tropical type of recurrent 
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malarial infection must be vigorously treated. In con- 
vulsive conditions such as those reported, treatment 
of the malaria is of primary importance. . Until this 
is done, the use of anticonvulsive drugs must play a 
secondary role. Recent therapeutic progress in malaria 
provides an unprecedented opportunity to halt the 
process before further damage is done. 


PROBLEM OF HYPERSPLENISM 


ROY R. KRACKE, M.D. 
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WILLIAM H. RISER Jr., 
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Functional overactivity of the spleen, or hypersplen- 
ism, includes a variety of hematologic syndromes with 
multiple clinical pictures based on perverted activity 
of the spleen with respect to its capacity to destroy 
various blood cells. Hypersplenism, which was first 
described by Wiseman and Doan,' has in recent years 
assumed increasing importance in the field of hema- 
tology. Recognition of the fact that, in certain per- 
sons, the spleen may become hyperfunctional with 
respect to destruction of blood cells has resulted in ever 
increasing indications for splenectomy. 

The clinical syndromes that have been described 
under the heading of hypersplenism include chronic 
splenic neutropenia, acute splenic neutropenia, acute and 
chronic splenic panhematopenia of both congenital and 
acquired types, familial hemolytic icterus and idiopathic 
thrombopenic purpura. The depleted cell values of 
so-called aplastic or hypoplastic anemia may be intensi- 
fied by increased or normal activity of the spleen. 
Furthermore, certain diseases involving the spleen, such 
as Hodgkin’s disease and hemochromatosis, may be 
accompanied by increased splenic cellular destruction. 

It seemed desirable, therefore; to prepare a summary 
of the problems involved in hypersplenism. The pur- 
pose of this paper is to present illustrative examples 
of functional overactivity of the spleen, to discuss the 
problems of diagnosis, to point out the necessary diag- 
nostic criteria involved in hypersplenism and to com- 
ment on the results that may be expected after 
splenectomy for some of these clinical syndromes. 

It is generally recognized that the spleen has three 
major functions: the destruction of red blood cells, the 
storage of blood and the production of lymphocytes 
from the lymphoid elements of the organ. With respect 
to hematologic syndromes, the destruction of blood cells 
is the most important function of the spleen, since it is 
this particular function that becomes perverted in hyper- 
splenism, resulting in depleted numbers of cells in the 
peripheral blood. There is no doubt that the spleen 
is the most important organ in the body with respect 
to cellular destruction. Evidence to this effect can be 
seen in histologic sections of the organ, in which large 
endothelial cells are found showing fragments of red 
cells, white cells and thrombocytes incorporated within 
their cytoplasmic structure. Furthermore, motion pic- 
tures of the splenic pulp show clearly the active process 
of phagocytosis by the ameboid endothelial elements of 
the spleen. This can be seen particularly in the spleens 
of monkeys that are heavily parasitized with malaria. 
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Examination of the venous blood supply of the spleen 
shows a definite increase of bilirubin in the splenic vein 
as compared with the splenic artery. Moreover, in 
such diseases as idiopathic thrombopenic purpura, 
examination of blood from the splenic vein shows a 
reduction in the number of thrombocytes as compared 
with the number in the splenic artery. Other evidence 
of cellular destruction is seen in the large amount of 
hemosiderin, the iron-containing pigment of disinte- 
grated red cells. Although similar depositions of pig- 
ment may be seen elsewhere, they are always most 
pronounced in the spleen. Studies of splenic circulation 
in the living state reveal an uncanny selective ability 
of the endothelial elements for phagocytosis of cellular 
components that may be old, abnormal or damaged. 
Phagocytic activity seems to be so highly selective that 
the normal functional cells are undisturbed as they 
pass through the splenic pulp. Indeed, the evidence 
that the spleen does serve as the graveyard for the cells 
of the blood seems convincing. 

In addition to removing cellular elements from the 
blood by the process of phagocytosis and ultimate 
destruction, the spleen also is capable of removing large 
masses of cells from the vascular system by the process 
of enlargement and sequestration of these cells in the 
dilated and engorged organ. It is, therefore, a reservoir, 
the chief function of which is the storage of blood. 
Even this function may become perverted at times, 
removing excessive numbers of cells from the vascular 
system and resulting in depleted cellular values through- 
out the peripheral blood. This fact can be amply dem- 
onstrated with the epinephrine test, commonly employed 
in the diagnosis of hypersplenism. Thus, if it is sus- 
pected that the organ is storing large quantities of cells 
within its pulp, this can be verified by giving the patient 
an injection of 0.5 to 1 cc. of 1: 1,000 epinephrine solu- 
tion and noting the contraction of the organ and the 
simultaneous rise in cellular values in the peripheral 
blood. It would appear that the spleen becomes pas- 
sively distended and is unable to maintain a state of 
tonic contractility, so that increasing numbers of cells 
become sequestered in the dilated organ. It is possible 
that hypersplenism may be caused by a lack of epineph- 
rine and, therefore, may be primarily a disease of 
the adrenal gland. It is impractical, however, to supply 
epinephrme in sufficient amounts through the process 
of injection; therefore, the best procedure is simply to 
remove the organ. 

It is well known that the spleen undergoes consid- 
erable contraction through the action of the smooth 
muscle in its trabecular structure. Thus, such emo- 
tional states as fear, anger and excitement may be 
accompanied by temporary correction of hypersplenism, 
but after these emotions have subsided the spleen again 
enlarges and begins to sequester large numbers of blood 
cells. 

The anatomic structure of the spleen is designed 
exceedingly well for the two functions previously 
described, that is, cellular destruction and _ storage. 
Although the organ weighs only about 150 Gm. at 
autopsy, when it is observed during life, either in situ 
or immediately after removal, its normal weight is 
actually 2 to 3 times that found at autopsy and may be 
more than 400 grams. Blood enters the substance of 
the spleen through an arterial system so designed that 
the blood cells may percolate through the splenic pulp 
and through fenestrations in the endothelial cellular 
wall where they are collected into fine venules and 
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returned to the venous system. Some of the splenic 
arterioles communicate directly with the venous sinuses. 
Splenic circulation, therefore, is probably an open circu- 
lation, and, as the blood circulates from the arterial to 
the venous side it sluggishly passes through the splenic 
pulp. The blood flow is so sluggish that at times it 
appears not to be moving at all. During this period 
there is ample opportunity for the cellular components 
to come in contact with the endothelial phagocytes so 
that they may select blood cells ready for destruction. 
The capsule of the spleen, as well as the supporting 
trabeculae, is composed largely of smooth muscle. This 
accounts for the ability of the spleen to contract and 
expand readily. Within the organ are many mal- 
pighian corpuscles showing the characteristic struc- 
ture of lymphoid tissue. It seems likely that the spleen 
is composed of one third to one fourth of the endo- 
thelial and lymphoid tissues of the body. It has been 
amply demonstrated that these tissues can be lost 
through the process of splenectomy without impairment 
of general health, since the phagocytic and lymphoid 
functions are taken over by similar cellular structures 
elsewhere. 

Since the spleen is the organ primarily responsible 

r destruction of blood cells, it is well to consider the 

luction of these cells. It is well known that most 
the circulating blood cells are produced in the bone 
rrow, these including the red cells, the thrombocytes 
and all the granulocytes. In the adult these cells nor- 
mally are produced in the red marrow of the flat bones 
and in the epiphyseal areas of the long bones. The 
marrow may be regarded as a manufacturing plant, 
function of which is to produce sufficient numbers 
of cells to maintain normal cellular equilibrium regard- 
less of the number being destroyed by the spleen. If 
production is unable to keep pace with splenic destruc- 
tion, depleted cell values will be the result. Under 
normal conditions it is estimated that the marrow pro- 
duces about 10,000,000 red blood cells per second, 
while an equal number is presumably destroyed by the 
spleen and other endothelial tissue during the same 
time. If the spleen should destroy 20,000,000 cells per 
second, or twice the normal number, the marrow would 
have to increase its output to twice normal and, as in 
many cases of hemolytic anemia, this is shown by 
increased reticulocytosis. 

The marrow is an organ that has a tremendous 
reserve capacity with respect to its ability to produce 
blood cells. This is so pronounced that in cases of 
long-standing hemolytic anemia even the normally 
inactive yellow fatty marrow in the long bones may be 
called into action to produce increasing numbers of 
cells. In those diseases where the production of cells 
becomes considerably impaired, as in hypoplastic anemia, 
it is believed that the removal of the spleen, even 
though the organ is exercising only its normal destruc- 
tive function, may enable the existing cells to function 
longer than might otherwise be possible. The entire 
problem may be summarized as follows: 

Normal marrow production + normal splenic destruction = 
normal cellular equilibrium 

Impaired marrow production + normal splenic destruction = 
depleted cellular elements 

Normal marrow production + excessive splenic destruction = 
depleted cellular elements 


The spleen may be hyperfunctional for. a. period of 
many years, but if cellular destruction is not too great, 
the marrow, by increased production, may be able to 
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maintain normal cellular values. Therefore, even 
though excessive cell destruction is constantly going on, 
there may be no indication of this so far as cell values 
are concerned as long as the marrow is able to com- 
pensate for destruction. Only when marrow decom- 
pensation occurs do signs of anemia, thrombopenia and 
neutropenia begin to develop. 


DIAGNOSIS OF HYPERSPLENISM 

The diagnostic criteria for hypersplenism include the 
following cardinal features: (1) a spleen that is clini- 
cally enlarged, the single exception being found in some 
cases of essential thrombopenic purpura; (2) depleted 
cell values in the blood, including neutropenia, throm- 
bopenia or anemia, or various combinations of these; 
(3) demonstration of the fact that the bone marrow 
production is not impaired, and (4) demonstration of 
splenic overactivity by the epinephrine test. 

If these criteria can be fulfilled, then it is a safe 
assumption that one is dealing with hypersplenism, or 
functional overactivity of the spleen. Not every case 
of hypersplenism is accompanied by enlargement of the 
spleen. Although this is the usual finding, there are 
many instances, as in idiopathic thrombopenic purpura, 
in which the organ is not appreciably enlarged. As a 
matter of fact, more often than not in this particular 
syndrome it is of normal size. Therefore, it is not 
entirely necessary that splenic enlargement be present 
before a diagnosis of hypersplenism can be established. 
In practically every instance of splenic neutropenia, 
splenic panhematopenia and congenital hemolytic 
icterus, the organ is enlarged to variable degrees. It 
is not always easy to determine the degree of enlarge- 
ment in those cases in which the organ has increased 
in size only slightly. One is frequently surprised to 
see the size of the spleen at the operating table, whereas 
the splenomegaly had not been clinically demonstrable 
by the ordinary methods of palpation and radiologic 
studies. In most patients the spleen is larger than had 
been generally believed before operation. 

Demonstration of depleted cell values is relatively 
simple. A patient with hypersplenism may show only 
a deficiency of leukocytes, with the cell counts rang- 
ing from a few hundred to 4,000 or 5,000 per cubic 
millimeter. The number of granulocytes may be rela- 
tively low, or the leukopenia may involve all the white 
cells. Neutropenia may develop quickly, or it may 
have existed for a period of months, and in some cases 
it may have been present for many years. We have 
studied a patient with severe chronic neutropenia which 
has existed, to our knowledge, over a period of five 
years. This patient was a middle-aged white woman 
who at the time of writing had remained in fairly good 
health, but who always had a leukocyte count of around 
1,000 cells per cubic millimeter, with granulocytes 
ranging from 5 to 20 per cent. The other cell values 
were normal. She had an enlarged spleen, a good bone 
marrow, and a positive reaction to the epinephrine test, 
but she would not consent to splenectomy. Such 
patients can live in a state varying between poor and 
good health for many years, but they are subject to 
intercurrent infections of various types and, in general, 
lead a precarious existence. 

The blood findings in patients with splenic panhema- 
topenia are accompanied by grave prognostic implica- 
tions. Thus, a patient who shows a deficiency of 
granulocytes, thrombocytes and red cells usually pre- 
sents a variety of clinical syndromes as a result of such 
cellular depletion. There may be recurrent infectious 
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diseases, hemorrhagic manifestations of various types 
and the symptoms that result from severe anemia. 
These patients should undergo splenectomy as promptly 
as possible 

Normal blood values are usually found in cases of 
idiopathic thrombopenic purpura, with the exception 
of the deficiency of thrombocytes, and the patients 
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Fig. 1 An ple of a positive epinephrine test in primary splenic 
leukopenia (case 6). These charts represent the results of the test. The 
I zontal row of figures indicates time in minutes, and the arrow shows 
the epinephrine, 0.5 cc., 1: 1,000 solution, was administered. 


the time when 
exhibit variable degrees of hemorrhagic manifestations. 
Familial hemolytic icterus is diagnosed primarily by 
the discovery of splenomegaly, the demonstration of 
spherocytosis in a substantial number of the circulating 
cells, increased cell fragility and frequently by a definite 
family history of such transmissible anemias. 

Studies of the bone marrow, in order to demon- 
strate its competence, are of extreme importance in the 
diagnosis of hypersplenism. One must be as certain 
as possible that the patient is able to produce enough 
cells from the marrow to maintain a normal cellular 
equilibrium. This is done by the usual methods of his- 
tologic studies of aspirated marrow, usually removed 
from the sternum. It is not always easy to examine 
sternal marrow and determine whether or not it is 
functional in its capacity to produce all of the normal 
blood cells. Nevertheless, a marrow that shows a cellu- 
lar differential pattern which appears to be within 
normal limits and that also shows a normal cell mass 
from the quantitative standpoint, can usually be assumed 
to be capable of normal cellular production. How- 
ever, it should be remembered that such a presump- 
tion is based purely on histologic criteria, which are 
not always infallible. It should be remembered, further- 
more, in evaluating the competence of marrow by its 
histologic pattern, that one is dealing with scanty mate- 
rial that has been aspirated through a needle. There- 
fore, as any pathologist knows, evaluation is more 
difficult than it would be if more material were avail- 
able for examination. 

The epinephrine test is an important diagnostic 
measure in establishing the presence of hypersplenism. 
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AND RISER 

At the hematology clinic of the Medical College of 
Alabama we use the following technic in carrying out 
the epinephrine test: 

The test is done in the morning with the patient under basal 
metabolic conditions. He is placed in a reclining position for 
thirty minutes before the injection of epinephrine. During this 
time, two complete blood cell counts, including the differential, 
are made. The patient is then given 0.5 to 1.0 cc. of epinephrine 
solution, 1:1,000, subcutaneously, and blood cell counts are 
repeated at ten minute intervals for one hour. In the meantime, 
the outline of the spleen has been marked off, and its outline 
is again determined each time a blood cell count is made. These 
blood cell counts are continued at twenty to thirty minute inter- 
vals until the spleen has returned to its original size. 


We have found that the epinephrine test elicits a 
positive reaction in the syndrome designated as chronic 
splenic leukopenia and in splenic panhematopenia. We 
have noted no difference, however, in the thrombocyte 
counts of patients with idiopathic thrombopenic pur- 
pura because, in most instances, in that syndrome the 
spleen is not enlarged. In this particular condition it 
seems likely that the spleen may release an agent that 
interferes with the normal maturation of megakaryo- 
cytes in the marrow, as indicated by Diggs and Hew- 
lett,2 who showed that the number of megakaryocytes 
in the marrow in this disease is essentially the same 
as that seen in normal marrow, but that the defect is 
one of megakaryocytic maturation. This also has been 
emphasized by Dameshek and Miller. Elevation of 
the thrombocyte count after an epinephrine test does 
not occur in idiopathic thrombopenic purpura. Further- 
more, the epinephrine test does not elicit a positive 
reaction in familial hemolytic icterus in spite of the 
fact that the spleen may be extremely enlarged. This 
is presumably because the spleen has grown slowly 
over a period of many years and because this growth 
is accompanied by a considerable degree of fibrotic 
change. Failure to obtain a positive reaction to an 
epinephrine test under such conditions does not neces- 
sarily exclude a diagnosis of hypersplenism. On the 
other hand, a positive reaction is confirmatory oi the 
of hypersplenism. 
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elderly. adult ;. (3). familial -hemolytic..icterus . in :a <3. 
month old infant; (4) the same disease in a Negro 
patierit and family; (5) acquired hemdlytic anemia of 
unknown cause; (6) primary splenic leukopenia; (7) 
primary splenic panhematopenia; (8) marrow hypo- 
plasia, and (9) hypersplenism secondary to Hodgkin's 
disease. 
. REPORT OF CASES 

Case 1.—Idiopathic Thrombopenic Purpura in a Child—A 
4 year old white girl was first seen in the hematology clinic on 
July 18, 1947. The mother stated that the child had been well 
until two months previously, when blue spots had appeared, 
chiefly on the lower extremities, as the result of minor trauma. 
She had always been active, happy, playful and energetic. 

The past history and developmental history were noncon- 
tributory. The child had received no medication that could 
have been responsible for the rather sudden appearance of 
bruises, petechiae and ecchymoses. There was no evidence of 
this condition in the three other children, aged 10, 7 and 2. 

Physical examination showed essentially normal conditions 
with the exception of numerous large and small ecchymotic 
areas interspersed with many petechial spots on the legs, 
arms and shoulders. 


The laboratory findings were as follows: red blood cells, 
3,360,000: hemoglobin, 10 Gm.; color index, 0:95; various cell 
indexes, essentially normal, and white blood cells, 5,700. The 
differential cell count showed: neutrophils, 48; eosinophils, 14; 


lymphocytes, 33, and monocytes, 5. The thrombocytes were 
extremely reduced in number, being 10,080 per cubic millimeter. 
ation time was 4 minutes, and in 7 hours there was 
no clot retraction. The bleeding time was 13 minutes and the 
prothron time was normal. 

The disgnosis for this child was idiopathic thrombopenic 
ith no evidence of a causative agent. Severe throm- 


The coag 


purpura, 
bopenia, moderate eosinophilia and a-mild degree of anemia 
were present. There was no indication of enlargement of the 
spleen. 

The chi) was studied again three days later, with essentially 
the same findings. The bleeding syndrome continued and. at 
this time conservative treatment was recommended. She was 
hospitalize’ on August 25 with many more ecchymotic areas 
than had heen seen previously. She was given 250 cc. of whole 
blood, which--corrected the anemia. On September 15 she 
returned to the clinic, with essentially the same~symptoms as 
before. She again was given 250 cc. of whole-blood, and on 


September 19 another transfusion of a similar amotunt was given. 
The picture remained essentially the same. There was a slight 
clearing of the ecchymotic areas, but the number of thrombo- 
cytes was still extremely reduced. She returned to the clinic 
on November 6, at which time she had a sore throat and a 
generalized maculopapular rash over the trunk. A quantita- 
tive Kahn test showed: 128 Kahn units. Serologic tests of other 
members ol the family gave negative results. On reinvestigation 
of the dondrs used in the transfusions, it was discovered that a 
relative, during a time when he had a primary. penile lesion, 
but before his blood showed a positive reaction to’ serologic tests, 
had given this child blood. She had, therefore, received an 
accidental transmission of syphilis. She was given intensive 
treatment with penicillin; and, oddly enough, during treatment 
she remained free from her hemorrhagic syndrome. 

Qn May 28, -1948, bruises and ecchymotic spots again began 
to appear. Serologic tests of her blood showed negative results. 
Splenectomy was -then successfully done, after which all blood 
Values returned to normal, including the thrombocyte count. 
There had been’ no recurrence of her illness at the time of last 
examination. ; 

This case is interesting because it presents a typical picture 
of essential or idiopathic thrombopenic purpura in a child who 
did not have enlargement of the spleen, in whom the disease 
developed without apparent cause, who was treated conserva- 
lively over a long period with blood transfusions, who received 
*2 accidental transmission of syphilis from.a donor, and whose. 

bocyte deficiency was corrected by removal-of the spleen. 
€ consider this to be a case of hypersplenism in that the action 
of the spleen probably interfered with the maturation of mega- 
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karocytes in-the marrow. The number of megakaryocytes was 
entirely normal, yet they were characterized by definite imma- 
turity. This would indicate that excessive phagocytosis of 
thrombocytes was not the mechanism involved but rather that 
this mechanism consisted of some type of unknown interference 
with megakaryocytic maturation in the bone marrow. 

Case 2.—Idiopathic Thrombopenic Purpura in an Elderly 
Man.—The patient was a 60 year old white man, an executive 
in a steel corporation. He was first seen in the hematology 
clinic on. Sept. 12, 1947. He stated that in 1942 he had first 
noted the appearance of ecchymotic areas and a tendency. to 
bruise easily. This had continued for approximately five years, 
with the appearance of occasional blue spots. Three months 
before he was seen in our clinic he was examined in another 
hospital and it was found that he had severe thrombopenia. 
In subsequent examinations the same situation had -prevailed. 
A careful history of this patient with respect to exposure to 
chemicals or toxins, and the ingestion of drugs and a careful 
physical examination failed to reveal any pathologic process that 
could be responsible for the thrombopenia. He had always been 
well and had never shown any bruising until he was 55 years 
of age. 

Physical examination showed a well developed, Well nour- 
ished, alert, 60 year old man in apparent good health. The 
physical examination showed entirely normal conditions with 
the exception of a few old and a few fresh petechial and purpuric 
areas scattered over the trunk and lower extremities. 

Blood examination revealed: hemoglobin, 11.9 Gm.; red blood 
cells, 4,210,000, and color index, 0.9, with the cellular indexes 
in normal range. The thrombocyte count was 21,000 per cubic 
millimeter. The result of the tourniquet test was positive. 
Coagulation time was 5 minutes and bleeding time 12 minutes. 
The clot retracted only after 18 hours. The white cell count 
was 6,150, and the differential cell pattern was normal. 

In view of the advanced age of this patient, we decided to 
treat him with conservative measures. Therefore, bed rest was 
prescribed and he remained in the hospital for several days, 
during which time the purpuric manifestations cleared some- 
what. He was then instructed to return for periodic examina- 
tions. This was done over a period of fourteen months, during 
which time he had essentially the same symptoms as previously 
described. The thrombocyte count continued to be low; there 
was no enlargement of the spleen; he had occasional outbreaks 
of purpura and petechial spots, but he showed no bleeding else- 
where. Examination of the bone marrow during this period 
showed a normal number of megakaryocytes in the marrow 
with, however, a considerable degree of immaturity of these cells. 

It was concluded that conservative measures would not con- 
trol the thrombopenic: purpura in this patient, and splenectomy 
was advised. This operation was performed successfully, with 
an uneventful convalescence and recovery. After splenectomy 
the blood returned to normal with a thrombocyte count at one 
time of ovér 800,000 per cubic millimeter. At the time of last 
examination the patient had remained entirely well. 

This illustrates a typical case of essential, or idiopathic, 
thrombopenic purpura which developed for unknown cause 
in a man who was nearly 60 years of age, and it emphasizes 
the point that this syndrome develops, from an unknown cause, 
in patients of all ages, and in persons who have previously 
been healthy. 

Case 3.—Familial Hemolytic Icterus in a 3 Month Old Infant. 
—A 3 month old white boy was first seen in the hematology 
clinic May 18, 1948. The mother stated that the child was a 
full term, normal, 74% pound (3,401.94 Gm.) baby at birth and 
had shown normal development since. So far as is known, 
there was no jaundice or anemia at birth, but the infant had 
always appeared somewhat pale. For the first two weeks he 
was breast fed; subsequently he was fed by formula, with an 
adequate dietary intake including orange juice and vitamins. 
Although the mother had never noted jaundice, the child's 
urine had always been dark amber to orange-yellow. The 
mother and father were both living and in good health. In 
early infancy. the father had had an enlarged spleen,-and he 
had been jaundiced from time to time during his life.- At the 
age of 20 his spleen had been removed at the Mayo Clinic, 
and since that time he had been entirely well. ; 
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Examination of the infant showed no abnormalities except 
pale mucous membranes. There was no jaundice. The liver 
edge could be felt just below the right costal border, and 
the spleen was palpable 2 fingerbreadths below the left costal 
border. 

Laboratory findings were as follows: hemoglobin, 6.5 Gm. ; 
red cells, 2,290,000; color index, 0.93; reticulocytes, 17 per 
cent; hematocrit, 19; mean cell volume, 83; mean cell hemo- 
globin, 28; mean cell hemoglobin concentration, 34, and mean 
cell diameter, 6.6 microns. The number of thrombocytes 
appeared to be somewhat increased, and the white blood cells 
numbered 13,050. The differential cell pattern showed: stab 
neutrophils, 3; eosinophils, 2; segmented neutrophils, 5; mono- 
cytes, 5, and lymphocytes, 85. The stained blood film showed 
a characteristic picture of highly stained hyperchromic micro- 
In the wet cell preparation these appeared as micro- 
spherocytes. There was an occasional normoblast in the blood 
film \ fragility test showed initial hemolysis at 0.62 and 
complete hemolysis in 0.40 per cent of saline solution, as con- 


cytes 


trasted with normal findings in a control specimen. The 
icterus index was 8&1. The Van den Bergh reaction was 
negative. Examination of the bone marrow showed a picture 


interpreted to be that of erythroid hyperplasia accompanied by 
slight myeloid hyperplasia. 

Since the father had had definite familial spherocytic anemia 
with successful treatment by splenectomy and this infant had 
anemia of moderate degree, severe reticulocytosis, 
a definitely positive reaction to the fragility test and an enlarged 
spleen, the diagnosis of familial spherocytic anemia was made. 
Splenectomy was successfully performed on the child and all 
blood values subsequently returned to normal. On June 25 
the hemoglobin was 12.2 Gm., red blood cells, 4,160,000, color 
index, 0.97 and white cells, 13,000. The differential cell pattern 
stab neutrophils, 2; segmented neutrophils, 44; eosino- 

The thrombocytes were normal, 


spherocytic 


showed 
phils, l, 
and a few spherocytic cells were noted in the stained film. 


and lymphocytes, 53 


[This case is presented to illustrate a typical instance of 
congenital hemolytic icterus at an extremely early age. In 
our clinic we have seen one similar example, in which splenec- 
tomy was done in a patient at the age of 3 weeks. It illustrates 
the point that this disease may manifest itself early in life. 
Even in the newborn, congenital hemolytic icterus must be 
considered among diagnostic possibilities. This is a typical 
example of hypersplenism with the enlarged spleen destroying 
excessive numbers of spherocytic cells. The only successful 
treatment in such cases appears to be splenectomy. 

Case 4.—Familial Hemolytic Icterus in a Negro and Negro 
Family—A 15 year old Negro girl was seen in the hematology 
clinic on Feb. 21, 1946. She stated that she had been ill for 


about two weeks with severe frontal headaches and thought . 


that she had some fever. An interesting feature of her case 
was that six months before she had been a patient in our hos- 
pital on the obstetric service and had at the age of 14 years, 
given birth to a full term baby. Hospital records at that time 
showed 9.5 Gm. hemoglobin and a red cell count of 2,580,000. 
No other findings were recorded. 

In the physical examination this rather dark-skinned Negro 
girl appeared to be severely ill. She had extreme pallor of 
the palms of her hands, conjunctivas and mucous membranes 
of the mouth. There was a soft systolic murmur at the base of 
the heart. The edge of the spleen could be easily felt below the 
left costal border. She appeared to be in some distress, pre- 
sumably because of anemia. Physical examination showed no 
other abnormalities. 

Examination of the blood showed: hemoglobin, 4.7 Gm.; 
red blood cells, 1,600,000; white blood cells, 22,000, and reticulo- 
cytes, 21 per cent. The differential count disclosed: segmented 
neutrophils, 59; stab neutrophils, 5; juvenile neutrophils, 7; 
basophils, 1; lymphocytes, 27, and monocytes, 1. Mean cell 
diameter was 5.6 microns. In the differential count there were 9 
macroblasts and 24 normoblasts per hundred white cells. A 
sickling preparation showed a negative reaction. The icterus 
index was 6.7 units. The fragility test showed beginning 
hemolysis at 0.50 and complete hemolysis at 0.36 per cent saline 
solution; the control was normal. Urobilinogen. gave positive 


results in a dilution of 1:40. Examination of the stained film 
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showed large numbers of intensely stained, small, hyperchromic, 
microcytic cells characteristic of those seen in congenity 
spherocytic anemia. 

After preop@rative preparation with transfusions, splen 
was successfully performed, and subsequently the patient's blood 
became entirely normal. 

This represents an example of classic familial hemolytic 
icterus in the Negro, of which only a few cases have bee 
reported. Goodman and Cates* reported a Negro family in 
which three sisters, all of whom showed strong Negroid 
characteristics, were found to have the disease. They also 
stated that 8 other cases have been reported, making a total of 
11. The aforementioned case is presented in this series to show 
a classic instance of congenital hemolytic icterus with the 
unusual features of its occurrence in a Negro, with a sy. 
cessful therapeutic result after splenectomy. 

This patient’s family was then studied, and the following 
situation was revealed. The mother, as well as the patient 
reported in this paper, showed splenomegaly and spherocytosis, 
A 17 year old sister showed the same condition, as did a }3 
year old brother and an 8 year old brother. A 6 year old 
brother and a 6 month old brother had no evidence of the 
disease. In this Negro family, therefore, five members, inelud- 
ing the mother, the patient, one sister and two brothers, showed 
both spherocytosis and splenomegaly. This group continues 
under observation. 

Case 5.—Acquired Hemolytic Anemia of Unknown Cause— 
The patient was a 22 year old white housewife, first seen in the 
hematology clinic on June 13, 1949. She had been well until 
several months previous, when she became anemic. A diagnosis 
of hemolytic anemia had been made a few weeks before by her 
family physician. For this she had received several transfusions 
and various hematopoietic agents. She had been married two 
years, with one miscarriage but no other pregnancies. 

Physical examination showed a well developed, we!! nourished, 
moderately pale, young white woman who had a definite icteric 
tint to the skin and scleras. She had a slight generalized 
lymphadenopathy, particularly severe in the cervical and axillary 
areas. The spleen was palpable about 1 fingerbreadth beneath 
the left costal border, was freely movable and nontender and 
had a sharp edge. The liver was not enlarged. 

The laboratory findings were as follows: hemog|obin, 7 Gm; 
red blood cells, 2,260,000; color index, 1; reticulocytes, 5 per 
cent, and thrombocytes, 79,000. The various cell indexes were 
within normal limits. The white blood cells numbered 5,000 
The differential count was as follows: stab neutrophils, 2; 
segmented neutrophils, 50; eosinophils, 3, and lymphocytes, 4. 
There was considerable variation in size and shape of the red 
cells, ranging from intensely stained microcytes to macrocytes. 
The icterus index was 12.5. Blood proteins were normal. The 
fragility test showed initial hemolysis in 0.46 and complete 
hemolysis in 0.32 per cent of saline solution, while the control 
showed initial hemolysis in 0.44 and complete hemolysis # 
0.28 per cent of saline solution. Urinalysis showed normal cor 
ditions with the exception of positive urobilinogen in a dilution 
of 1:10. As had been previously found by her local physica 
her serologic reaction was positive, with 2 Kahn units. Examinm- 
tion of aspirated sternal marrow showed a decided 
hyperplasia but no other significant changes. The 
cytes appeared plentiful, and the granulocytic cells appeared 
normal. ; 

This problem included long-standing hemolytic anemia, definite 
reticulocytosis, elevated icterus index, thrombopenia and a mor 
mal white cell condition in a patient who had a moderate ge 
ized lymphadenopathy and an enlarged spleen. We . 
this to be a case of primary hypersplenism, associated with a0 
acquired hemolytic anemia from unknown cause, with some 
suspicion being directed toward a possible syphilitic infection 
indicated by the low positivity of the Kahn serologic reactio 
Realizing, however, that the only therapeutic measure 4 
to correct a hemolytic anemia of this type would be splenectomy, 
we decided to attempt the operation and determine vie 
not the low cellular values could be corrected by removal 
the spleen. After preoperative preparation with 


4. Goodman, E, G., and Cates, B. R.: Congenital Hemolytic leters ® 
a Negro Family, Blood 2: 480-484 (Sept.) 1947. 
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omy was successfully performed on June 23, at which 
time the spleen was found to weigh 480 Gm. In addition, there 
were several small accessory spleens in the region of the hilum, 
the largest being 3 cm. in diameter. 

The patient had a stormy postoperative course because of the 
development of a spontaneous atelectasis of the lower pulmonary 
lobe of the left lung, further complicated by what appeared to 
be primary atypical pneumonia. These complications were cor- 
rected, however, by the use of transfusions, the aspiration of 
chial plugs by bronchoscope and the utilization of 2,500,000 


splenect 


bron 
units ot perc illin. 

Examination of the patient’s blood on July 20, approximately 
one month after operation, showed: red blood cells, 2,600,000 ; 
hemoglobin, &.5 Gm. ; white blood cells, 12,200; thrombocytes, 
over 300,000; differential count, essentially normal, and reticulo- 
cytes, 9.4 per cent. The patient continued to be slightly icteric. 
The hemolytic process apparently was continuing at the same 
splenectomy. The only cellular deficiency cor- 
rected by the operation, therefore, was the thrombopenia. 

This case represents an example of hypersplenism in which 
the thrombocytes were also involved, this condition being cor- 
rected by splenectomy. However, the hemolytic process con- 
tinued unbated, with its cause still unknown. Subsequent to 
operation the Kahn reaction was negative. It is impossible to 
predict the outcome of acquired hemolytic anemia after splen- 
ectomy. Whether or not removal of the organ will play any 
role in amelioration of the hemolytic process is always uncertain. 


rate as befor 


Nevertheless, it is necessary that patients with this disease 
sometimes be given the benefit of splenectomy first, because 
it is the or therapeutic measure available for acquired 
hemolytic ancmia; second, because one can never be certain 
as to the role the spleen is playing in the process until after 


|, third, because a few patients with acquired 
ia do show a favorable response after splerec- 
possible that the hemolytic process of the patient 
this report may, in the course of time, stop, but 

now whether or not splenectomy was responsible 


its removal 
hemolytic anen 
tomy. It is 
described in 
we will never 
for the cessat 


Case 6.—/ ary Splenic Leukopenia.—The patient was a 33 
year old white woman, seen in the hematology clinic on Nov. 
4, 1946. About two years earlier a mass had been noted in 


the left upper abdominal quadrant while she was in the hospital 
for delivery. This was noted again in a physical examination 
six weeks before she came to our clinic. The past history was 
noncontributory. She was one of five chlidren, all of whom 
were living ancl well. She had been married nine years, during 
which time there were four pregnancies, two miscarriages and 
two normal pregnancies resulting in three children, twin boys 
aged 2 and a third boy aged 5 months. All children were well. 
The menstrua! history was essentially normal. 

Physical examination showed a well developed, well nourished, 
ambulatory white woman, not acutely ill, The examination 
showed no abnormalities except a palpable spleen which was 
ireely movable, smooth and nontender, with the lower border 
at the umbilicus and 4 cm. below the left costal border. 

Laboratory examination showed: hemoglobin, 13 Gm.; red 
cells, 4,410,000; color index, 0.95; reticulocytes, 0.4 per cent; 
mean cell diameter, 7.8 microns; hematocrit, 42; reaction to the 
tourmiquet test, negative; bleeding time, 2 minutes; coagulation 
time, 7 minutes ; clot retraction, normal; thrombocytes, 210,220, 
and white blood cells, 2,700. The differential count was: band 
neutrophils, 2; segmented neutrophils, 69; eosinophils, 3; 
lymphocytes, 25, and monocytes, 1. The findings included a 
moderately enlarged spleen and rather severe leukopenia involv- 
ng all white blood cell types. 

She was seen again in the clinic on November 19, at which 
time an epinephrine test was done. The results of the test are 
“own in figure 1, in which it is seen that after subcutaneous 
mection of 0.5 cc. of 1: 1,000 epinephrine solution the leuko- 
ye count rose from 3,000 to over 10,000 per cubic millimeter. 
‘tthe same time, the spleen underwent a decided contraction 
Pe it was barely palpable beneath the costal border. After 
test had been completed, the spleen returned to its original 
‘we and the leukocyte count returned to its original figure. It 
“as then determined that the marrow was hyperplastic, both 

tively and quantitatively, and showed no evidence of 
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hypoplasia or diminished cellular prgduction. It was felt, 
therefore, that this patient presented a syndrome of chronic 
leukopenia, pronounced splenomegaly, a presumably normal, 
functioning marrow and a positive reaction to the epinephrine 
test and that this justified the diagnosis of chronic splenic 
leukopenia or hypersplenism. 

Splenectomy was successfully performed with uneventful 
recovery and convalescence of the patient. The spleen weighed 
900 Gm. Twenty-one days after splenectomy the blood was 
entirely normal, and at the time of reporting the patient had 
remained in good health. 

Case 7.—Primary Splenic Panhematopenia.—The patient was 
a 54 year old white woman first seen in the hematology clinic 
on Jan. 10, 1948. The chief complaint was of some kind of 
enlargement in her abdomen and bleeding gums. She stated 
that she had felt a lack of energy and had had a loss of appetite 
for about one year and that she had lost 25 pounds (11.3 Kg.) 
during that period. About four months earlier she had felt 
some kind of a mass in the left upper abdominal quadrant, after 
which she had consulted her physician. Also, four months 
before she had noticed bruised areas on her lower extremities 
and slight bleeding from the gums. Before the present illness 
her past history was noncontributory. 

Physical examination revealed a fairly well developed but 
poorly nourished woman 54 years of age. There were numer- 
ous ecchymotic and petechial areas on the trunk and, in par- 
ticular, on the lower extremities The liver could be palpated 
2 fingerbreadths below the right costal margin, and the spleen 
was decidedly enlarged, with its lower edge freely movable and 
sharp at aboypt the level of the umbilicus. 

Laboratory findings were as follows: red blood cells, 3,300,- 
000; hemoglobin, 7 Gm.; color index, 0.75, and white blood 
cells, 2,750. The differential cell count showed: stab neutro- 
phils, 6; segmented neutrophils, 41; basophils, 1; eosinophils, 
1; juvenile neutrophils, 3; lymphocytes, 37, and monocytes, 
11. The thrombocytes numbered 26,400. This patient presented 
the cardinal features of an enlarged spleen, severe leukopenia, 
a moderate degree of anemia and pronounced thrombopenia. 
On a subsequent visit, studies of the bone marrow and an 
epinephrine test were made. After injection of 0.5 cc. of 1: 1,000 
epinephrine solution, the spleen contracted within five minutes 
to where it was palpable 3 cm. above the umbilicus. During 
this time the leukocyte count was elevated from 3,000 to 4,800 
per cubic millimeter. The thrombocytes were increased from 
46,000 to 128,000 per cubic millimeter. The red cells remained 
essentially stationary in number. Examination of the marrow 
showed what was construed to be generalized hyperplasia of 
both the erythrocytic and granulocytic tissue. On the basis of 
these findings, it was concluded that the marrow was function- 
ing satisfactorily. 

At this point, therefore, it was considered that, since adequate 
marrow function had been demonstrated by histologic studies, 
contraction of the spleen would produce elevation of peripheral 
cell values. Splenectomy was performed on February 16. The 
spleen weighed nearly 900 Gm.; it was firm and fibrotic. The 
patient had an uneventful convalescence and recovery, with a 
gradual return of her normal blood values, in about two months. 
At the time of last examination, some fifteen months after 
operation, she had remained entirely well, regained her weight 
loss and had essentially normal blood values. 

This case is presented to illustrate what is believed to be 
hypersplenism involving practically all the circulating blood 
cells, including the red cells, the thrombocytes and the white 
cells. This was the type of syndrome currently referred to 
as splenic panhematopenia and presumably was characterized 
by excessive phagocytosis by a hyperfunctional spleen. 

Case 8—Marrow Hypoplasia with Splenectomy.—The patient 
was a 56 year old white man, an office worker. He was seen in 
the hematology clinic on Dec. 30, 1948, with a chief complaint 

of spontaneous bruising of several months’ duration. His local 
physician had discovered that the patient’s white blood cell 
count was low and had given him a series of injections of 
pentnucleotide and another series of injections of penicillin. 
The patient also had a slightly enlarged lymph node in the left 
cervical area, which was removed for histologic diagnosis but 
which did not show any specific pathologic process. During 
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the previous month he had had a slight nosebleed and during the 


past few days. some.bleeding from the gums. He had been in 
good health until the onset of these symptoms. 

Physical examination revealed a well developed, well nourished 
56 year old white man in no distress. He had several small 
petechial hemorrhages in the mucous membranes of the mouth 
and in the skin of the extremities. The tip of the spleen was 
barely palpable below the left costal margin. 

The blood findings were as follows: hemoglobin, 10.5 Gm.; 
red blood cells, 3,400,000; color index, 1.0; thrombocytes, 


17,400: bleeding time, over 40 minutes; coagulation time, 6 
minutes; clot retraction, absent; reaction to the tourniquet test, 
positive, and white blood cells, 3,300. The differential cell 


segmented neutrophils, 2; 
lymphocytes, 74, and monocytes, 22. The stained film showed 
slight variation in size and shape of the red cells, but their 


count was: stab neutrophils, 2; 


diameters were essentially normal. 

The patient, therefore, presented a hemorrhagic syndrome, a 
moderate degree of* anemia, an extremely low number of 
thrombocytes and rather severe neutropenia. It was believed 
that this was either hypersplenism or inadequate production of 
cells from the bone marrow, or both. Examination of material 
aspirated from the sternum showed a histologic picture of 
hypoplasia of the marrow elements with a relative increase 
in the number of mononuclear cells. The diagnosis was 
believed to be a marrow hypoplasia involving all cellular 
elements 

It was felt that this represented a case in which the marrow 
was deficient in production, and at that time it was recom- 
mended that the patient receive repeated transfusions of whole 
blood, penicillin to ward off infections, if necessary, and per- 
haps splenectomy if he did not improve. He returned home 
and this conservative treatment was followed for a period of 
one month, but he showed no improvement. The spleen was 
removed in January 1949 and was about three times its normal 
size. After splenectomy the patient had a long and stormy 
postoperative course, from which he ultimately recovered. 
However, the blood values in this patient on April 18 showed 
only 2,500,000 red blood cells, 7,500 white cells and 5,000 
thrombocytes per cubic millimeter, with a differential count 
showing a predominance of lymphocytes. After splenectomy he 
continued to have thrombopenia and anemia but a normal 
leukocyte count. A postoperative marrow examination showed 
essentially the same picture as before. The patient showed no 
improvement in thrombocytes, had a more severe hemorrhagic 
syndrome and died of cerebral hemorrhage a few months after 
splenectomy. 

This represents, therefore, an example in which splenectomy 
was performed for a presumable case of hypoplastic anemia 
with the full knowledge that the patient's bone marrow was 
unable to produce adequate numbers of cells. It was an effort 
to restore cellular equilibrium and to balance, if possible, the 
process of cell production and cell destruction. Although the 
treatment was unsuccessful, this is the type of patient for whom 
we feel that an occasional operative risk must be taken in an 
effort to remove the mechanism destroying the blood cells. 

Case 9.—Secondary Hypersplenism Associated with Hodgkin's 
Disease of the Spleen—Occasionally it is deemed advisable 
to recommend splenectomy even for patients who are known 
to be suffering from some unrelated disease that may be 
accompanied by hypersplenism. Thus, Mettier and associates ® 
have reported recovery after splenectomy of a patient with 
thrombopenic purpura following gold therapy. Farfel® has 
reported an instance of thrombopenic purpura presumed to be 
caused by sulfathiazole therapy, in which the patient recovered 
after splenectomy. Beeson and his associates? at Emory Uni- 
versity have removed the large hyperfunctional spleen of a 
patient with hemochromatosis. The rationale for this procedure 
depends on the concept that either the administration of certain 
drugs or the presence of certain diseases might be followed by 





5. Mettier, S. R.; McBride, A., and Li, J.: Thrombocytopenic Purpura 
Complicating Gold Therapy for Rheumatoid Arthritis: Report of Three 
Cases with Spontaneous Recovery and One Case with Recovery Following 
Splenectomy, Blood 3: 1105-1111 (QOct.) 1948. 

6. Farfel, B.: Splenectomy for Thrombocytopenic Purpura Following 
Sulfathiazole Therapy, Texas State J. Med. 40: 602-604 (March) 1945. 

7. Beeson, P. B.: Personal communication to the authors. 
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or associated with hypersplenism. The case reported here js 
in that category. 

A 50 year old white woman was first seen in the hematology 
clinic on Jan. 9, 1947, with a chief complaint of lower abdominal 
pain and fever of several weeks’ duration. Because of the 
obscure lower abdominal pain, she consulted a physician, who 
discovered an enlarged spleen. 

This patient appeared somewhat ill, but she was not in acute 
distress. Her physical examination showed no abnormalities, 
with the exception of a splenic mass that could be palpated 2 
fingerbreadths below the left costal margin. 

The patient was hospitalized, had a rather low grade febrile 
course with pronounced abdominal tenderness, general weak- 
ness and weight loss. Her blood values were as follows: 
hemoglobin, 10 Gm.; red blood cells, 3,160,000; color index, 
1.03; mean cell diameter, 7.3 microns; hematocrit, 32; reticulo- 
cytes, 0.5 per cent; icterus index, 5 units, and white blood cells, 
3,950. The differential cell pattern showed: neutrophilic 
myelocytes, 1; basophilic myelocytes, 1; stab neutrophils, 2; 
segmented neutrophils, 55; eosinophils, 7; basophils, 1; lympho- 
cytes, 22, and monocytes, 11. 

The picture was one of recently developing weakness, con- 
tinued fever, loss of weight and pain in the lower part of the 
abdomen, moderate splenomegaly, anemia, leukopenia and a few 
immature leukocytes in the blood. A bone marrow examination 
was made, and it was felt that there was moderate hyperplasia 
of the erythroid tissue and that the myeloid and megakaryo- 
cytic elements were normal. 

An exploratory operation was recommended for possible 
removal of the spleen, with the preoperative diagnosis uncertain. 
The spleen was removed successfully, and the patient had an 
uneventful recovery. The organ was found to be about four 
times normal size and showed the typical histologic picture of 
Hodgkin's disease. After operation the blood slowly returned 
to normal. The patient subsequently had two courses of nitro- 
gen mustard therapy and, as of the time of last examination, 
had remained in fairly good health. 

Although splenectomy is not recommended for Hodgkin's 
disease per se, it is felt that if this disease is accompanied by 
hypersplenism to the degree that a patient becomes anemic, 
thrombopenic and leukopenic, splenectomy should be considered 
as an adjunct or palliative measure in the treatment of this or 
any similar disease. 





THE PROBLEM OF SPLENECTOMY 


It has long been recognized that splenectomy is indi- 
cated in certain diseases. These are usually stated to 
be congenital hemolytic icterus, idiopathic thrombo- 
penic purpura, some instances of acquired chronic 
hemolytic anemia, primary tumors of the spleen, which 
are extremely rare, a rare instance of Hodgkin’s dis- 
ease in which the process is apparently confined to the 
spleen, trauma or massive hemorrhage from or into the 
spleen and some cases of so-called Banti’s syndrome, 
although this is a highly controversial problem.* 
results from splenectomy have recently been reported 
in cases of cyclic agranulocytosis accompanied by hyper- 
splenism® and the Still-Chauffard-Felty syndrome.” 
As illustrated in case 8 of this paper, splenectomy may 
be tried in cases of hypoplastic anemia in which tt 
appears that removal of the spleen might effect a cellular 
equilibrium in the blood. 


Splenectomy is always a serious surgical procedure 
which should be carried out only by a competent suf 
geon. The operative mortality rate from splenectomy 
varies in the hands of different surgeons, but it s 
not be more than 5 to 10 per cent, provided cases are 
properly evaluated and carefully selected for the oper 


atl 
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for splenectomy with preoperative transfusions. How- 
ever, this is not always possible, and it is sometimes 
necessary to resort to “emergency splenectomy.” We 
have had to do this on rare occasions. One of our 
patients who presented a picture of severe acute hemo- 
lytic anemia of unknown cause underwent successful 
splenectomy with a preoperative red cell count of 
1.000,000 and hemoglobin of 3 Gm. We were unable 
to give transfusions to this patient successfully, but we 
felt that the spleen had to be removed. 


Patients with hemolytic anemia, for some unknown 
reason, are particularly prone to have serious reactions 
after blood transfusions. If possible, such patients 
should have splenectomy without transfusions before, 
during or after operation. One patient of ours, who had 
classic congenital hemolytic icterus, died because of 
transfusions on the operating table. She experienced an 
unexplained hemolytic reaction from the transfused 
blood, in spite of the fact that her blood appeared to 
be compatible with that of the various donors. ° 


The clinical experience of the senior author of this 
paper includes well over 100 splenectomies. Over half 
of these have been done by one surgeon without a 
single death. It is well to reiterate the important 
principle of splenectomies being carried out only by 
competent surgeons and, in particular, by surgeons 
who have had a large experience with the procedure. 
As the indications for splenectomy increase, however, 


by the inclusion of the various syndromes under the 
heading of hypersplenism, it is to be expected that per- 
haps the mortality rate of the operation will slightly 
increase, since more borderline cases will ultimately 


be seriously considered for splenectomy, as contrasted 
to the conservatism that has prevailed in the past. For 
example, we see a substantial number of patients with 
acquired |iemolytic anemia in whom it is difficult to 
ascribe the cause. It is generally believed that patients 
presenting this syndrome do not respond well after 
splenectomy ; yet we have no other satisfactory thera- 
peutic measure for these patients. In an attitude of 
desperation, physicians sometimes recommend splen- 
ectomy for these patients, knowing that they are not 
always suitable operative risks but hoping that removal 
of the organ may correct the process, which it may do, 
as is indicated by the report of Stickney and Heck." 
It should he emphasized that in every hematologic prob- 
lem in which splenectomy is considered each patient 
presents his own particular problem, and the success- 
lul evaluation of these patients depends primarily on 
the evaluation of the altered physiologic process in a 
patient rather than the name that is applied to his 
condition. 


_ The basic problem in hypersplenism for any patient 
is to determine, first, whether or not the spleen is 
destroying more cells than it should, and, second, 
whether or not the bone marrow is capable of producing 
the normal number of cells to support that particular 
patient, and then to come to a decision as to whether 
tis safe to leave the spleen within the patient or 
whether it is justified to assume an operative risk in 
order to remove it. 
CONCLUSION 

The concept of hypersplenism, or hyperfunctional 
Weractivity of the spleen, with respect to destruction 
ti blood cells is “summarized. It is important that the 





Il. Stickney, J. M., and Heck, F. J.: Primary Nonfamilial Hemolytic 
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tion. If possible.to.do so, patients should be prepared . 
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enlarged spleen in-any patient be more carefully studied 
with respect to its functional capacity. The diagnosis 
of hypersplenism can usually be established on certain 
diagnostic criteria, including splenomegaly, depleted 
cellular values in the peripheral blood, the demonstra- 
tion of a functional bone marrow and demonstration 
of splenic overactivity by the epinephrine test. 

Nine cases are reported, illustrating various types of 
hypersplenism. These include idiopathic thrombopenic 
purpura in a child and in an elderly adult; familial 
hemolytic icterus in a 3 month old infant and the same 
disease in a Negro patient; acquired hemolytic anemia 
of unknown cause; primary splenic leukopenia ; primary 
splenic panhematopenia ; marrow hypoplasia, and hyper- 
splenism secondary to Hodgkin’s disease. 

The indications for splenectomy should gradually be 
increased to include the spleen that shows functional 
overactivity with respect to destruction of red cells. 
As the indications for splenectomy are gradually 
increased, it seems likely that mortality rates for the 
operation will increase in spite of careful selection of 
cases. It is important that splenectomy, which is a 
serious operation, be carried out only by the most com- 
petent surgeons available. 





DISTURBANCES OF BLADDER FUNCTION 
ASSOCIATED WITH EMOTIONAL 
STATES 
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Alterations of bladder function commonly occur as 
results of irritative or obstructive lesions of the genito- 
urinary tract or as manifestations of structural neuro- 
logic disease, but it has been observed that they may 
occur in the absence of such lesions and in association 
with life situations provocative of emotional stress. 

The present report concerns an experimental study 
of human subjects with respect to urinary frequency 
on the one hand and retention on the other. 


METHOD AND MATERIAL 


The problem of obtaining and recording valid data 
concerning the structure of personality, attitudes, emo- 
tions, states of feeling and reactions has not been satis- 
factorily solved but was approached in this instance 
through repeated interviews with the patient and mem- 
bers of his family, analysis of dreams, intravenous 
administration of amobarbital sodium (amytal sodium® ) 
and projective psychologic tests. 

In studies of the stomach, the nose and the colon of 
the human subject it has been shown that significant 
changes occur in association with conflicts, but the 
degree of disturbance was not found to vary with the 
subject’s degree of awareness of the conflict. In the 
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1140 


present study the relevance of a particular conflict to 
changes in bladder function was established by a sort of 
cross checking or validation procedure as follows: 


Day-to-day records were kept of events in the subject's life 
situation and of his conscious attitudes toward them, the states 
of feeling they aroused and the reactions which followed them, 
including changes in the clinical course of the disorder. These 
data alone may give evidence that the event was provocative of 
significant personal conflict, or this may be suspected on the 
basis of clinical intuition arising, as mentioned, from a knowl- 
edge of cultural setting, background and experience, things said 
or left unsaid, mannerisms and behavior. To test the validity of 
the suspicion that the event and the supposed associated conflict 
were germane to the disease or the disturbance of the bladder, 
a validation procedure was carried out in the form of a short 
Following a control period 
during which bladder pressure was measured and recorded, the 
suspected topic was introduced for discussion. If the reaction 
to this maneuver included a sought-for organic change, one had 
evidence that the topic provided a stimulus for the change. 
during a subsequent period of reassurance and 


term experimental observation. 


Moveover, if, 
diversion, the measured dysfunction could be “turned off,” one 
had further and fairly conclusive evidence that the event in 
question was indeed highly relevant to the welfare and security 
of the subject and to the disturbance of the bladder. The experi- 
mental method for measuring and recording changes of bladder 
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Fig. 1.—Calibrated cystometer with manometric recording device used 
in the initial experiments. A, indicates open end of catheter; B, glass 


adapter with rubber tubing; C, glass Y-tube; D, one end attached to rubber 
tube leading to suspended calibrated liter flask; E£, other limb attached to 
water cystometer; F, water cystometer; G, upper open end of water 
cystometer; H, proximal limb; J, distal limb; A, kymograph. 


pressure and correlating them with life situations and emotional 
states is described in detail elsewhere." 


Twenty-six subjects were selected from the wards of out- 
patient clinics of the New York Hospital and an Army general 
hospital in the Southwest Pacific. There were 14 males and 
12 females, whose ages ranged from 21 to 57. The subjects 
were considered suitable for the investigation after detailed and 
general neurologic examinations failed to reveal infection, local 
obstruction or neural disorder, and after repeated urinalysis and 
cystoscopic and pyelographic examinations had shown no abnor- 
mality. Most of the cystometric recordings were obtained with 
the device illustrated in figure 1 and described in detail else- 
where.! 

In some of the experiments a more sensitive recording device 
was used (fig. 2). A direct connection was made between the 
catheter and the glass cystometer tube (G). The other limb 
of the glass tube was connected to a rubber diaphragm which 
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recorded pressure changes directly on an ink-writing ky 

This method recorded the changes of intravesical pressure more 

promptly than the other, owing to the greatly reduced inenj, 
The tests were begun with small amounts (50 to 200 cc.) ¢ 

water in the bladder. No further fluid was added except the 

urine which entered by way of the ureters. At the end of ead 

test the bladder was emptied and the volume measured, 
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Fig. 2.—Tambour pravdias device used in later experiments to obtain 
greater sensitivity. This replaced the water cystometer shown im figure | 
and was attached to the glass tubing G, also shown in figure 1. 


The effect of increasing intra-abdominal pressure by coughing, 
straining and sighing was repeatedly tested, and the patient was 
continuously observed throughout the procedure so that the 
effects of unplanned sneezing, coughing or bodily movement 
could be noted. Such artefacts differed in form from actual 
bladder contractions, were of lower amplitude, of briefer dura- 
tion and could readily be recognized in the tracings (fig. 3). 

After a continuous control recording, an interview lasting 
usually one and one-half to two hours was undertaken. Repeat- 
edly, the discussion of troublesome conflicts was followed by 
periods of strong reassurance or attempts to induce relaxation 
by diversion. During the latter part of the interview the sub- 
ject was usually under the influence of amobarbital sodium, 
administered intravenously in amounts varying from 0.1 to 
0.5 Gm., at the rate of 0.1 Gm. per minute.* 
ILLUSTRATIVE PROTOCOLS: I. URINARY FREQUENCY 
AND URGENCY 


Case 1—A 28 year old single male linotype operator was 
admitted to the clinic complaining of urinary frequency an 
urgency and excessive fatigue. These symptoms had been pres 
ent for the past two and a half years. He also stated that pre- 
mature ejaculation, to which he had always been disposed, had 
become so* troublesome that he was unable to perform sexul 
intercourse. 

He had always been a shy, tense person, had enuresis unt 
the age of 7, and as a child noted that he had to urinate more 
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Fig. 3.—Effects of increases of intra-abdominal pressure compared, 
the effect of an interview, which produced actual contraction 
bladder. 


frequently than other boys. He was unhappy during childhoo! 
because of a difficult home situation marked by the 

quarreling of his parents. The father was unfaithful and seldom 
at home. The patient felt hostility toward his father and 3 
strong need to make up for his father’s neglect of his mother 
“I figuce I owe my mother more than the average individes! 
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I have a family complex.” In return, his mother showered all 
her attention on him, but at the same time she and the rest of 
the family became increasingly dependent on him. 

In the Army, in which he served four and a half years, he 
did well and felt relatively relaxed and secure despite long and 
arduous service overseas. It was in the setting of anticipating 
discharge from the Army and return to his family that fatigue 
and bladder symptoms began. After separation from the service 
he felt restless, “fidgety,” and complained of insomnia and 
anorexia. He was anxious and indecisive about the future and 
was unable to find a satisfactory job. He became increasingly 
preoccupied over the fact that all his friends were married, and 
he felt that his shyness prevented him from making new contacts. 

Cystometric study was done by the device illustrated in fig- 
ure 2. The bladder was emptied by catheterization, and 150 cc. 
of sterile water was instilled. The patient was interviewed, and 
on repeated occasions when he discussed with anxiety, frustra- 
tion or resentment his concern about his family situation and his 
sexual problems there were significant rises in intracystic pres- 
sure. Strong contractile waves appeared at these times (fig. 4) 
but disappeared when relaxation and security were finally 
engendered. 

He was treated for two months at weekly intervals in the 
clinic without drugs but with reassurance and support. He 
talked more and more freely concerning his conflicts, began to 
recognize in himself hostile feelings regarding his mother and 


expressed some of his resentments. At the end of this time 
urinary frequency had decreased from eight to ten times a day 
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mectioning bladder. Contractile waves are associated 
inxiety, frustration or resentment evoked by discussion 
g to financial, sexual and family problems. 


Fig. 4—Hy 
with emotions of 
of conflicts relat 


to four or five times a day. Coincident with this improvement 
te felt less “nervous.” He had been able to make new friends, 


spent less time at home and derived more pleasure from his 
work, 


Comment.—This subject is typical of the group of 18 patients 
in whom vesical hyperfunction with urinary frequency was cor- 
related with events in the life situation suspected of involving 
‘nious personal conflict. In only 7 of these patients, however, 
were changes of bladder pressure observed in the experimental 
etting during discussion of the topic or topics in question. This 
lailure to induce in these subjects pressure changes in the blad- 
der during a discussion of conflicts was associated with a failure 
© mduce in them evidence that the discussion distressed them. 
the other hand, they seemed relatively relaxed generally and 
Were apparently deriving satisfaction from a free expression of 
feelings. 

The imcrease in bladder pressure observed was usually but not 
metssarily associated with a desire to urinate. Conversely, an 
ge to void occasionally occurred without increase in intra- 
Vesical Pressure. The sensation of urgency was nearly always 

m the region of the urethra, rather than suprapubically. 


i. ALTERNATING FREQUENCY AND RETENTION 
Case 2—A 34 year old single stenographer complained of 
‘mary urgency and frequency of five years’ duration. Heer ill- 
"8 had begun suddenly five years before. At that time she 
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was in conflict concerning her relationship with a suitor and was 
undecided about marrying. 

Since childhood she had been closely attached to her father, 
even considering him as a “boy friend.” Prior to his death, 
when she was 23, he often called her at the office for a “date” 
to go out to dinner and a night club. Her mother was never 
invited to accompany them. During her father’s illness she 
felt dejected and hopeless; twelve years later she cried on men- 
tion of his death. She compared other men unfavorably with 
her father and never developed a strong or a long-lasting attach- 
ment to any one. She placed great emphasis on matters of 
dress and appearance and enjoyed her ability to attract men, 
although she could not become deeply interested in them. After 
her father’s death she shifted her focus of attention to her 
mother. She repeatedly stated that she could never marry 
because she felt obliged to support her mother. In turn, her 
mother often expressed concern that she might lose one of her 
“breadwinners.” 

The patient's manner was moderately tense, superficially 
frank, friendly and almost flirtatious. She denied that there was 
any correlation between her symptoms and her life situation and 
emotions; yet, apparently without realizing it, she often cited 
instances of resentment associated with urgency. For example, 
during a disagreement with a female superior to whom she 
felt hostile, she had a severe episode of urinary urgency. 
Urgency also commonly occurred after bouts of drinking 
alcoholic liquor, which she occasionally resorted to in an 
attempt to relieve tension. 
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Fig. 5.—Hyperfunctioning bladder. There is a sharp and sustained 
rise in bladder pressure during conflict with anxiety, followed by a return 
to the initial base line during relaxation and relative security. 


She had been working in a plant as an office manager. Her 
bosses, whom she desired to-attract, failed to display interest in 
her, while porters and truck drivers, whom she considered crude 
and beneath her, often whistled at her and even made sexual 
advances. She wanted to leave her job, but, because the com- 
pany was filling government contracts during the war, she felt it 
would be “unpatriotic” to do so. 

At the time the first experimental observations were made 
with the recording water cystometer the urgency and frequency 
were severe. The device shown in figure 1 was used. When 
50 cc. of water had been instilled into the bladder, she imme- 
diately experienced an extreme desire to urinate, but after 
reassurance she became relaxed and urgency disappeared. The 
bladder pressure remained on a base line of approximately 7 cm. 
during discussion of a new and agreeable job she had obtained. 
She was then asked about the job she previously held in the 
factory during the war. Her manner suddenly changed. She 
appeared resentful, expressed hostility toward her bosses, the 
truck drivers, the unsuitable neighborhood and the unpleasant 
working conditions. As she did so, the bladder pressure rose 
to 45 cm. of water (fig. 5). The intense contractile state was 
sustained throughout the period of discussion of the job, but 
without a sensation of urgency. At the height of this reaction 
she was encouraged to relax but persisted in the discussion. 
When she was finally diverted and reassured, however, her 
facial .expression changed and she began to smile. Associated 
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with this there was a gradual fall in intracystic pressure to 
the previous level. 

A tew months after being discharged from the clinic she 
suddenly experienced urinary retention in an overwhelming 
situation associated with the threat of sexual assault. She 
had gone to a remote dude ranch with her sister to spend her 
vacation. The evening of her arrival she had several drinks of 
whisky and then went for a drive with her sister and two 
men whom she had not met before. When the driver suddenly 
stopped the car on a lonely road the patient became panicky, 
fearing sexual attack. While telling the story she pointed to 
her abdomen distended by her bladder, saying, “If they had 
thrown me to the ground this swelling would be due to some- 
thing different.” She managed to persuade the men to take her 
home without further incident, but after her return to the ranch 
she was unable to urinate despite a strong urge to do so. After 
one week of inability to void and daily catheterization, she was 
admitted to the New York Hospital. 

There were no findings of significance on physical or labora- 
tory examination except for the distended bladder. Cystometric 
study showed a hypoactive organ containing over 1,000 cc. of 
urine. She required catheterization for sixteen days; then she 
gradually regained her capacity to void and was discharged from 
the hospital on the twenty-fourth day. 
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Fig. 6.—Hypofunctioning bladder. Low intracystic pressure in subject 
whose bladder had not been emptied for more than twelve hours. A 
vigorous contractile wave occurred during masturbation following intra- 
venous injection of amobarbital sodium. 


Comment.—This case illustrates the occurrence of both types 
of urinary disorder in the same subject. Her response to stress 
was usually characterized by frequency, but on one occasion, 
when her situation seemed perilous and out of hand, there was 
retention. Her inability to establish a mature sexual orientation 
or to develop a strong positive feeling for a man may have 
been related to her earlier relationship with her father. She 
did not consciously recognize any special significance in her 
feelings for her father, but they may have led to a repression 
of normal sexuality. Her own conflicting feelings toward men 
were evident in her expressed desire to attract them, in contrast 
to her efforts to avoid close attachments. Urinary frequency 
had developed repeatedly in a setting of resentment and frustra- 
tion related to her dissatisfaction at getting older and concern 
over her ability to attract men. Urinary retention, on the other 
hand, was associated with a more overw ‘ming experience 
associated with fear and possibly an unconscious desire for 
sexual attack. 

III. URINARY RETENTION 


Eight other persons were found to have urinary 
retention with unduly large bladder capacity and 
diminished motor activity. An illustrative protocol 
follows. 

Case 3.—A 25 year old single woman was originally seen in 
October 1946, because of nausea, vomiting, constipation and 
fatigue. She was the second youngest of eight children. Her 
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father died when she was 3 years old. The mother squandered 
his legacy on’ alcoholic beverages. She was inconsistent in 
her behavior, alternately indulging the children and threatening 
and berating them for minor infractions. The patient was 
further menaced by the attitude of her brother and sister, who 
often threatened her with being sent to an orphanage. She 
reacted by an attitude of withdrawal and self condemnation, 
often cried and felt unwanted. In school she was shy and had 
few friends. 

Masturbation with orgasm began in adolescence and up to 
the time she was seen continued approximately twice a week 
except for brief periods when she was “keeping company” with 
a man about whom she had dreams of intercourse accompanied 
by orgasm. Masturbation stopped whenever the love affair was 
going smoothly and resumed each time the affair was broken 
off. It was followed by elation and then dejection. In the 
company of men she often felt an intense desire for sexual 
relations and occasionally would plan to have intercourse, but 
would quickly retreat if her partner showed interest in more 
than kissing. 

She revealed that her complaints had begun three years before 
(November 1943) in the setting of her first love affair, an 
attachment to a soldier whom she had known briefly and with 
whom she had had no sexual intercourse. Abdominal pain, in 
the right lower quadrant, with nausea and vomiting had begun 
when he was sent overseas. This led to an appendectomy which 
did not affect the symptoms. A year and a half later (May 
1945), however, she was symptom free for a brief time while her 
suitor was home on furlough. The symptoms recurred after his 
subsequent rejection of her, however, and continued until she 
was admitted to the clinic. One month after coming to the clinic 
(November 1947) she became reconciled with this man and 
again had a complete remission. However, two weeks later, 
after his mother had prevailed on him to give the patient up, 
the symptoms recurred. 

In July 1947 she met a man who strongly resembled the 
suitor who had jilted her. He paid little attention to her, but 
a few days later another married man made sexual advances 
toward her. She wanted to acquiesce but rebuffed ‘him, felt 
humiliated and ashamed and reacted to the situation with mixed 
feelings of unworthiness, hopelessness and dejection. Early the 
next morning she awoke unable to void. in the course of the 
next three days it was necessary to catheterize the bladder 
repeatedly. Finally she was hospitalized. 

Immediately after she had been admitted to the hospital, the 
bladder was readily palpated 4 cm. above the symphysis pubis. 
It had not been catheterized for twelve hours. A catheter 
was placed in the bladder without removing the urine. When 
it was attached to the recording cystometer a pressure of only 


‘2 to 3 cm. of water was recorded (fig. 6). Amobarbital sodium 


was injected in an attempt to modify the situation. After 0.25 Gm. 
had been administered, the patient closed her eyes, seemed 
oblivious of the examiners and began to masturbate with her 
hand. As she did, there was a pronounced increase in bladder 
pressure. She seemed quite relaxed and, in contrast to her 
mood when she entered the hospital, said she felt “swell” 
That *evening, for the first time in three days, she voided 
spontaneously. The next day, however, her depression recu 
and with it urinary retention requiring catheterization. Intra- 
venous and retrograde pyelograms revealed no abnormality. 
With strong support and encouragement she became less 
depressed. After ten days her ability to void returned, and 
she was discharged from the hospital. “Since then she con 

to note at times moderate urinary retention which 

to prostigmine bromide therapy, 0.015 Gm. given orally three 
times a day. These attacks occurred during periods 
frustration and dejection. On one occasion, when her doctor 
informed her he would no longer be able to see her because 
he was leaving the clinic, she was unable to void for fifteen 
hours. She stated, “I felt like I lost my last friend.” At 
these times she usually complained of nausea and vomiting # 
well as of an exacerbation of chronic acne vulgaris. A 
relatively prolonged episode of urinary retention . 
eighteen months after the first and lasted for five days ™* 
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ng of guilt and dejection associated with a good deal of 


setti : a 
attention and affection which she was receiving from another 


young man but which she felt unable to reciprocate. “There 


must be something wrong with me. I have no feeling. I 
guess | am afraid to fall.” 

Comment.—The most significant feature in this woman’s case 
appeared to involve a deep-seated conviction of being unwanted 
and unloved. This may have been related to the death of her 
father, her mother’s irritable, demanding, unpredictable ways, 
and to her siblings’ hostility and threats. In a final desperate 
attempt to get love and affection she concentrated on her 
suitor, whose vacillation and final rejection only intensified 
her feelings of not being loved. Her reaction to his rejection 
at first included gastric hypofunction and later bladder hypo- 
function with urinary retention when she was overwhelmed 
by revival of memories of him in a setting of serious sexual 
conflict. Temporary satisfaction through masturbation was 
associated with a sense of well-being and an increase of 


pladder tone. 


Among soldiers overseas in whom urinary retention 
developed in the overwhelming circumstances of com- 
bat, 3 who were studied by us voided spontaneously 
1,100, 1,350 and 1,800 cc., respectively, immediately 
after intravenous injection of amobarbital sodium. 


GENERAL COMMENT 
Alterations of bladder function may occur as the 
only evident bodily accompaniment of an emotional 
response or may be part of a general psychophysiologic 


reaction. Others* have found that the irregularity, 
frequency and force of vesical contractions are pro- 
portional to the degree of catalepsy in schizophrenia. In 


our patients the urinary symptoms were frequently 
associated with other somatic manifestations, such as 
headache, backache, nausea, constipation, palpitation 
and menstrual disorders of variable intensity. More- 
over, while a symptom such as urinary frequency was 
early provoked in a specific conflict situation, later on 
it occurred in a variety of life stresses with varying 
conflicts. 

The reason why some persons should have trouble- 
some disturbances of function of the urinary bladder in 
association with emotional conflicts is not clear. Other 
investigators have emphasized the importance of sexual 
conflicts in relation to bladder dysfunction.* It has 
been further suggested that the urethral instrumentation 
associated with investigation and treatment of bladder 
disorders often provides a source of sexual gratification 
in cases of deep-seated sexual conflict.’ That dis- 
turbance of the bladder is associated with sexual con- 
flict has been brought out in the cases presented in this 
communication, but in several of the subjects of our 
study conflicts which were not evidently sexual were 
prominent. Among the military personnel exposed to 
the hazards of combat, overt or repressed fear and 
resentment connected with circumstances of Army life 
seemed to be of leading importance. 


Although increased bladder pressure was commonly 
accompanied by urgency, the absence of a direct corre- 
lation of pressure and urgency, coupled with the fact 
that in urgency the sensation was usually felt below the 
symphysis pubis in the region of the urethra, suggests 


-_— 





3. Tauber, E. S.; Lewis, L. G., and Langworthy, O. R.: Vesical 
Activity in Schizophrenic States Associated with Catalepsy, Arch. Neurol. 
& Psychiat. 39:14 (Jan.) 1938. 

4. Sadger, J.: Ueber urethralerotik, Jahrb. f. psychoanalyt. Forsch. 
2: 409, 1910. Fenichel, O.: The Psychoanalytic Theory of Neurosis, 
W. W. Norton and Company, Inc., New York, 1945. 

5. Viner, N.; A Case of Obstinate Urethral and Rectal Retention 
Cured by Psychoanalytic Methods, Canad. M. A. J. 16: 425, 1926. 
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that local changes in the neck of the bladder rather 
than intracystic pressure itself may be the factor most 
relevant to urgency. 

Intravenously administered amobarbital sodium was 
useful in this study in focusing the attention of the sub- 
jects so that conflicts could be dwelt on or reassurance 
given and relaxation induced with a minimum of inter- 
ference from other thoughts and distractions. Amo- 
barbital sodium was effective in reducing the pressure 
of the overcontracted bladder only when its administra- 
tion was also associated with general relaxation and 
feelings of comparative security on the part of the 
patient. 

In general, bladder hyperfunction with urinary fre- 
quency was associated with a reaction of anxiety and 
resentment accompanying conflict which was usually 
overt. Bladder hypofunction with urinary retention, on 
the other hand, was accompanied usually by more evi- 
dence of emotional repression and a general reaction of 
withdrawal and being overwhelmed. 


Although in most subjects either hyperfunction or 
hypofunction of the bladder existed without the other, 
occasionally, as in case 2, a patient was encountered in 
whom the two patterns of disturbance alternated. These 
patients also gave evidence of dealing differently from 
time to time with conflict situations. Usually, tension, 
anxiety and comparatively aggressive behavior were 
associated with vesical hyperfunction, and either bland- 
ness or dejection and nonaggressive behavior, with 
vesical hypofunction. 

CONCLUSION 

In a study of 26 patients, changes of bladder function 
productive of symptoms of urinary frequency on the one 
hand and retention on the other have been found to be 
correlated with variations in the emotional state and 
life situation. Moreover, changes have been demon- 
strated experimentally and measured during discussions 
of the relevant conflicts. The recognition of such 
psychosomatic phenomena involving the — bladder 
depends not on the failure to identify a structural 
lesion but on the positive identification of situational 
conflicts which can be correlated with the bladder 
disturbance. 








Silkworm Gut.—In the preparation of silkworm gut the 
caterpillars on reaching maturity are not allowed to spin their 
cocoons. The peasant, who has so tenderly cared for his charges 
up to this point, suddenly turns traitor and rudely dumps them 
into a vinegar bath, putting him within reach of his goal but 
putting the caterpillars forever beyond reach of theirs. The 
viscous sticky fluid, which would harden on coming into contact 
with air into the strong glossy thread of silk, is prevented by 
the vinegar bath from being spun into a cocoon, and a peasant 
girl with deft fingers extracts the tubes and lays them across 
her knees, stretching them to their full length. 

Silkworm gut, even to this day, is almost exclusively produced 
in the location where it had its inception some 60 or 70 years 
ago—the city of Murcia, capital of a sunny province of the same 
name in south-easterly Spain. Although many other localities 
have attempted the production of silkworm gut, the climate and 
soil of Murcia have given the populace of the community a 
virtual monopoly of the product. For miles around the city 
itself, the so-called “Huerta” peasants may be seen cultivating 
the silkworm for its silk or for gut, the proportion of each 
depending on the rise and fall of the market—A. M. C. 
Humphries, M.P.S., The Story of Silk and Silkworm Gut, 
The Post Graduate Medical Journal, October 1949. 
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Clinical Notes, Suggestions and 
New Instruments 


AURICULAR FIBRILLATION FOLLOWING ADMINISTRATION 
OF DIBENAMINE HYDROCHLORIDE® 


HAROLD A. HANNO, M.D. 
Philadelphia 


hydrochloride® (N,N-dibenzyl-beta-chloroethyl- 
sympatholytic and adrenolytic drug 
the treatment of peripheral 
have been reviewed by 

The intravenous admin- 


Dibenamine 
hydrochloride) is a 
clinical trial 

properties 


amine 
which is undergoing 
vascular disorders.' Its 
Nickerson 
istration of this preparation results in an increased peripheral 
flow, an elevation of the skin temperature, and, in the 
resting normotensive person, little or no change in arterial blood 
“b =6The blood. pressure is reduced to normal or near 
normal levels in patients with benign or moderately advanced 
essential hypertension, but not in subjects with malignant hyper- 
b The drug greatly 
intravenously administered epinephrine and is thought to act 
by exerting a direct blocking effect on the receptors innervated 
fibers.2 


and Goodman ® and others.® 
bloc va 


pressure. 


tension reduces the pressor response to 


by excitatory adrenergic 





Effect of Administration of Dibenamine Hydrochloride® 
on Blood Pressure and Pulse Rate 
lime, Blood 
P.M. Pressure Pulse Comments 
120/68 SO, regular Infusion started 
$0 120/76 SS, regular Slight throbbing in head 
126/70 Ss, regular 
. 2, regular Infusion finished; nose stuffy; 
giddy feeling; throbbing in 
head 
10 174/68 112, regular 
140/70 120, regular Palpitation 
140/70 140, grossly irregular Cardiae rate 160, grossly ir- 
regular 
4:00 135/4 170, grossly irregular 
4:15 ] oo 170, grossly irregular 
4. ] S 150, grossly irregular 
A number of untoward effects from dibenamine hydrochlo- 


ride® have been reported. Nausea, vomiting, nasal congestion, 
sweating, palpitation, drowsiness, confusion, restlessness and 
hallucinosis are among the minor untoward reactions. Ortho- 


of pronounced degree occurs frequently in 
and hypertensive subjects,® and in 1 instance 
® A recent report indicates that deaths 
from use of the drug, although fatalities 
in the literature.* 


static hypotensior 
both normotensive 
convulsions supervened. 


have resulted these 


have not yet been recorded 
fibrillation occurring twenty-five minutes 


was 


A case of auricular 
after the administration of the 
recently observed to my knowledge, 
lation has not previously been noted as a result of this adreno- 
lytic agent and because of the manifest importance of promptly 


reporting any new untoward effect of a drug which may soon 


compound 
auricular fibril- 


intravenous 


> ar 
Because, 


be widely used, this case is reported. 





Clinical material from the Wills Hospital. 

Chief, Department of Internal Medicine, Wills Hospital; assistant 
instructor in cardiology, Graduate School of Medicine of the University of 
Pennsylvania. 

1. Kramer, D. W.: The Vasodilators in 


Evaluation of the Newer 


Peripheral Vascular Disorders, Penn. M. J. 52: 140-144, 1948. 

2. (a) Nickerson, M., and Goodman, L. S.: The Pharmacology of a 
Series of New Sympatholytic Agents, Proc. Am. Fed. Clin. Research 
2: 109-110, 1945; (6) Pharmacologic and Physiologic Aspects of Adrenergic 


Blockade, with Special Reference to Dibenamine, Federation Proc. 7: 397- 
409, 1948 

3. (a) Hecht, H. H., and Anderson, R. B.: The Influence of Diben- 
amine on Certain Functions of the Sympathetic Nervous System in Man, 
Am. J. Med. 3: 3-17, 1947. (6) Haimovici, H., and Medinets, H. E.: 
Effect of Dibenamine on Blood Pressure in Normotensive and Hyper- 
tensive Subjects, Proc. Soc. Exper. Biol. & Med. @7: 163-166, 1948. 

4. Grimson, K. S.; Hendrix, J. P.. and Reardon, M. J.: Newer 
Adrenolytic, A. M. A. 
139: 154-155 


Sympatholytic and Ganglionic Blocking Drugs, J. 
(Jan. 


15) 1949. 
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REPORT OF A CASE 


L. B., a Negro woman aged 64, was admitted to the oph- 
thalmologic service of Dr. Warren S. 1948 for 
treatment of secondary glaucoma of the right eye. The glay- 
the aftermath of an old uveitis, had not 
responded to intensive medical treatment. Past medical history 
was completely noncontributory except for a low grade and 
somewhat labile hypertension of several years’ duration, the 
systolic pressure ranging from 138 to 150 mm. of mercury with 
diastolic pressures of 75 to 105 mm. of mercury. The patient 
had no cardiovascular complaints. 


Reese Dec. 27, 


coma, which was 


Physical examination revealed a tall, somewhat obese woman, 
weighing 249 pounds (113.6 Kg.), with evidences of inac- 
tive bilateral uveitis, an immature cataract and secondary 
glaucoma affecting the right eye, and a complicated cataract of 
the left eye. The heart was not demonstrably enlarged; the 
rhythm was regular; a faint blowing systolic murmur was 
audible over the aortic area, and the second aortic sound was 
slightly accentuated. There were no evidences of cardiac 
decompensation. The temperature was 98 F., the pulse rate && 
the respiratory rate 20 and the blood pressure 150 systolic and 
100 diastolic. 

Several urinalyses and a fasting blood sugar determination 
during earlier hospital admissions had revealed no abnormali- 
ties. The Kahn and Wassermann reactions of the blood were 
negative. Roentgen examination of the chest did not disclose 
abnormalities of the cardiac silhouette or evidences of pulmonary 
disease. An intravenous urogram revealed essentially normal 
conditions, 

Because of a recent report of favorable results from dibena- 
mine hydrochloride® in the treatment of intractable glaucoma,5 
it was decided to administer this agent in an attempt to obviate 
the need for surgical measures in the glaucomatous eye.* 
Accordingly, with the patient lying quietly in bed, 500 mg. of 
the drug dissolved in 500 cc. of isotonic sodium chloride solu- 
tion was given slowly by vein over an interval of fiity-five 
minutes. The observations relative to the pulse and blood 
pressure during the administration of the drug are set forth 
in the accompanying table. 

The blood pressure gradually rose, the pulse rate accelerated, 
and the patient began to complain of palpitation. Twenty-five 
minutes after the infusion had been completed, a grossly irregu- 
lar and rapid pulse rate was noted. Morphine sulfate 1/6 grain 
(10 mg.) was administered hypodermically, and the patient was 
kept in bed. An electrocardiogram taken several hours later 
revealed auricular fibrillation with a ventricular rate of 110 
to 120; there was a left axis deviation with slight decrease in 
the amplitude of the T wave in lead 1. The patient was given 
phenobarbital for sedation. The arrhythmia persisted but was 
not accompanied with precordial pain or evidences of cardiac 
decompensation. Forty-two hours after the onset of the auric- 
ular fibrillation, the heart spontaneously reverted to a regular 
rhythm. An electrocardiogram taken at this time disclosed a 
normal sinus rhythm with a rate of 90, a left axis deviation 
and a diminished amplitude of the T wave in lead 1. During the 
ensuing month the patient was seen periodically, and the 
rhythm was uniformly regular. 


COMMENT 
The most probable cause for the development of auricular 
fibrillation in this case is the administration of dibenamine 
hydrochloride.® It is unlikely, though conceivable, that the 
arrhythmia arose spontaneously or as a result of the giving of 
500 cc. of isotonic sodium chloride solution by vein in a fifty- five 
It is possible that a less rapid rate of adminis- 


minute period. 
auricular 


tration of the drug might not have been followed by 
fibrillation. Because of the possible hazards involved in provok- 
ing another episode of arrhythmia in this patient the drug was 





Christensen, L., and Swan, K. C.: Adrenergic Blocking Agents im 
the Te reatment of Giaucoma, paper presented to the American y of 
Ophthalmology and Otolaryngology, October 1948. 

6. This patient is one of a series of patients with intractable glaucom4 
being treated with dibenamine hydrochloride® at the Wills Hospital. 
These cases will be reported at a later date by Drs. P. Robb McDonald 
and James Parker, the physicians conducting this study. 
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not administered to her again, although the procedure would 
have been of considerable interest. 

A consideration of the known pharmacologic properties of 
the compound fails to clarify the pathogenesis of the auricular 
fibrillation or explain the cause for the rise in blood pressure 
in this patient. 

SUMMARY 


A case of auricular fibrillation following the intravenous 
administration of dibenamine hydrochloride® (N,N-dibenzyl- 
beta-chloroethylamine hydrochloride) is reported. 


1737 Chestnut Street (3). 


COMPRESSION OF THE SUPRASPINATUS TENDON BY 
THE CORACOACROMIAL LIGAMENT 


A Syndrome Simulating Tear of the Supraspinatus Tendon 


MICHAEL BURMAN, M.D. 


New York 
The compression of the edematous supraspinatus tendon by 
the racoacromial ligament, causing a syndrome simulating 


tear of the supraspinatus tendon, is unique as a cause of shoulder 


REPORT OF A CASE 


\ n, aged 23, a stock clerk, sprained his left shoulder 
Oct. 22, 1947, when his heavily loaded hand truck made a turn 
to tl eht. The joint cracked loudly. Although the shoulder 
hurt he could lift it. He consulted a physician the next 
morni because he could not elevate the arm. He received 
physical therapy and an injection of some kind, presumably a 
soluti of procaine hydrochloride locally injected; he went 
back to work in nine weeks. During this period of disability 
he c ined of pain on the lateral side of the shoulder and 
difficult horizontal (frontal plane) abduction of the shoulder; 
he could flex the shoulder (the sagittal plane movement). He 


moved the shoulder freely. The arm ached only in rainy weather. 

He cracked the shoulder again on March 3, 1948, as he lifted 
a 40 pound (18.1 Kg.) roll of silk goods, 5 feet (152 cm.) long 
and 1 foot (30 cm.) wide, to place it on his left shoulder. The 
shoulder was immediately painful, and he could not lift the arm. 

I examined him the next day. The subdeltoid bursa was 
slightly swollen and tender. The atrophic supraspinatus muscle 
was tender at its tendinous insertion. The deltoid, too, was 
smaller than it should be. Active abduction did not exceed 
25 degrees, active flexion 45 degrees. Passive abduction did 
not reach 60 degrees. As the gradually abducted arm was 
rotated irom internal to external rotation in the natural sequence 
he had sharp pain shooting distally to the insertion of the deltoid 
muscle. He held the arm for a moment in this position of 
passive abduction, and then it sank slowly to the side. Passive 
internal rotation of the slightly abducted arm in rectangular 
flexion of the elbow was 90 degrees; passive external rotation 
attained 90 degrees but was painful. Similar rotation with the 
elbow extended gave internal rotation of 90 degrees and external 
rotation of 70 degrees. He could place the left hand back of 
his head with a little difficulty. The acromial end of each 
clavicle was superiorly prominent. The man is ambidextrous. 
The roentgenograms of the shoulder disclosed no abnormalities. 


The diagnosis of tear of the supraspinatus tendon seemed 
proper despite his youth. He was hospitalized for six days at 
the Hospital for Joint Diseases and treated by traction and 
physical therapy in the form of baking, massage and abduction 
exercises. He returned to light work on March 22, 1948, although 
the shoulder was still painful on certain movements, especially 
the movement of external rotation. The joint clicked at times. 
Motions of the shoulder were now actively free, but sometimes 
the lifted arm locked momentarily. To unlock it, he brought the 
afm to another position and then let it down to the side. The 
shoulder became more painful on April 9, 1948. The joint 
still clicked. He could now lift the arm only in flexion. Active 
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horizontal abduction was now 90 degrees; passive abduction did 
not exceed 110 degrees and provoked pain. Abduction against 
resistance was weak. He found it troublesome to bring the 
lifted arm down. At the point of insertion the supraspinatus 
tendon was again exceedingly tender. Flexion reached 170 
degrees, extension 60 degrees, internal rotation with the elbow 
extended 90 degrees and external rotation 45 degrees. 

The left shoulder was explored at the same hospital on April 
17 through the usual incision between the deltoid and the pec- 
toralis major muscles. The supraspinatus tendon was easily 
defined on internal rotation of the shoulder, especially its anterior 
border. The tendon was edematous and compressed by a tight 
coracoacromial ligament, whose width was about ™% inch (1.27 
cm.) and length almost 1 inch (2.54 cm.). A longitudinal section 
of the edematous tendon was excised before the ligament was 
resected. A tiny bit of calcareous matter appeared in the opened 
tendon. The ligament was totally excised. The whole abductor 
cuff was now seen to be edematous but not torn. The tendon 
edges were approximated to close the biopsy defect, and the 
wound was closed in layers. A Velpeau bandage was applied. 
The wound healed well, and physical therapy was resumed 
April 28, 1948. 

Microscopic examination of the sections showed extensive 
degeneration of tendinous and capsular tissue. There were 
areas of necrosis and widespread reparative scarring in this 
tissue. 

The man returned to light work on June 25, 1948. On August 
16 he had no complaints and used the shoulder “for everything.” 
He played football, baseball and tennis, and he swam. Motions 
of the left shoulder were free, sometimes with subacromial 
crepitation. On October 1 the arm felt a little weaker than it 
had. All motions of the shoulder were free except external 
rotation, which was 45 degrees. There was a little subacromial 
noise. The shoulder muscles were somewhat atrophic, but the 
grip of the left hand was good. I have not seen him since. 


COMMENT 

The coracoacromial ligament is described by Gray! as “a 
strong triangular band, extending between the coracoid process 
and the acromion. It is attached, by its apex, to the summit 
of the acromion just in front of the articular surface for the 
clavicle; and by its broad base to the whole length of the lateral 
border of the coracoid process. This ligament, together with 
the coracoid process and the acromion, forms a vault for the 
protection of the head of the humerus.” Gray further states 
that it is related “below with the tendon of the supraspinatus, 
from which it is separated by a bursa,” and that “its lateral 
border is continuous with a dense lamina that passes beneath 
the Deltoideus upon the tendons of the Supraspinatus and 
Infraspinatus.” 

The coracoacromial ligament of this patient is presumed to 
be congenitally enlarged, a giant ligament. The operative 
exploration of other shoulders never revealed this ligament to 
be so large. 

The injuries gave edema of the abductor cuff with resultant 
pressure over the cuff by this enlarged ligament. As the swel- 
ling receded, the pressure on the cuff lessened; as it increased, 
the pressure increased. The easy fluctuation and lesser intensity 
of the symptoms distinguishes this syndrome from the syndromes 
of acute calcific tendonitis and acute tear of the supraspinatus 
tendon. The normal roentgenographic observations rule out 
acute calcific tendonitis. The age groupings of the two last- 
mentioned illnesses are higher, especially the group of acute 
tear of the supraspinatus tendon. It is doubtful whether the 
normal supraspinatus tendon can tear, and the sine qua non of 
tear is a degenerated tendon, in the substance of which lime 
salts are laid down. Any injury great enough to tear the normal 
supraspinatus tendon is more likely to avulse its bony insertion. 


114 East Fifty-Fourth Street. 





1. Gray, H.: Anatomy of the Human Body, ed. 20, Philadelphia, Lea 
& Febiger, 1918, pp. 316-317. 
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Council on Pharmacy and Chemistry 


REPORT TO THE COUNCIL 
The Council has authorized publication of the following report 
from the Therapeutic Trials Commitiee, a standing committee 
of the Council on Pharmacy and Chemistry 
Austin Situ, M.D., Secretary. 


The evaluation of analgesic and narcotic drugs presents diffi- 
cultics not encountered ordinarily in the appraisal of other 


therapeutic agent The measurement of pain and the action of 
drugs in alleviating this symptom are difficult to determine 
by animal experimentation. Clinical evaluation also ts difficult 
because of the inability to estimate pan in human subjects and 
hence to make accurate quantitative comparisons among various 
ana s é ) 

Because f the intensive study of this problem which has 
be ndertaken in the Anesthesia Laboratory of Harvard 
Medica Sé l and because the methods winch have been 
dev ed have successfully utilised by the investigators 
im thes stiiution, the Therapeutic Trials Committee imvited 
Dr. Henry K. Beecher and his associates submit part ZI, 
“Methods in the Clinical Evaluation of New Analgesics” of 
the f vt report, “New Analgesics.” 

l Committee feels that although the procedures described 
are not yet perfect, they represent a distinct advance m the 
methods available for quantitative evaluation of the therapeutic 
é s class drugs. For thts reason the Committee 
has 5? rt for publication 

To illustrate the application of these procedures in the study 
of mn analaesics. the Committee also voted to adopt the two 

nion reports (parts Il and Ill), on methadone and tts 
ssomers. The ¢ mittee wishes to encourage clinical tnvestt- 
gators to give more consideration to the methods of clinical 
resear ’ agents and presents these reports with 
the hope that others will be encouraged to submit similar 
studi n other classes of drugs for which methods of critical 
evaluation are needed 


Watton VAN WINKLE Jr., M.D., Secretary, 


Therapeutic Trials Committee. 


NEW ANALGESICS 


JANE E. DENTON, M.D. 
and 

HENRY K. BEECHER, M.D. 

Boston 


(Concluded from paye 1057) 


1. A CLINICAL APPRAISAL OF THE NARCOTIC 
POWER OF METHADONE AND 
ITS ISOMERS 


Our purpose in this study was to determine (1) the 
analgesic power of methadone and three of its isomers 
in comparison with morphine sulfate and (2) whether, 
on the basis of side action liability, the methadones offer 
any therapeutic advantage over morphine. The forms 
of methadone studied were: d,/-methadone (6-dimethyl- 
amino-4,4-diphenyl-heptanone-3), /-methadone (the 
optically active levorotatory isomer of d,/-methadone), 
d,l-isomethadone (6-dimethylamino-5-methyl-4, 4-diphe- 
nyl-hexanone-3) and J/-isomethadone (the optically 
active levorotary isomer of d,/-isomethadone ). 


METHOD 
The method employed has been described in detail in 
Part I. 
RESULTS 
Clinical Material—Four hundred and twenty-nine 
postoperative patients from the gynecologic, orthopedic 
and general surgical wards were used for the evaluation 
of the analgesic power and the side action liability of 
morphine and the four methadones. Table 4 shows 
the age and sex distribution of the patients used for the 
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appraisal of each drug. From this table it is apparent 
that with respect to age and sex the four groups of 
patients who received methadone are comparable to the 
group that got morphine. The statistical reliability 
of this conclusion was established by computing the 
ratio of the difference in mean age (or in percentage of 
male or female subjects) between any two patient groups 
to the standard error of the difference. The ratio in 
every case was less than 2.0, indicating that the dif- 
ferences were not significant. 

The types of operations which the patients in each 
drug group underwent are also comparable as shown 
in table 5, except the /-methadone series, in which all 
operations were peripheral. In the study of /-methadone 
we purposely excluded intra-abdominal and intrathor- 
acic cases in an attempt to evaluate the actions of 
l-methadone on bowel function. The attempt was not 
successful, and the difficulties of appraising side effects 
in postoperative patients are discussed later in this 
article. 








TasLe 4.—Age and Sex Distribution of Patients 
Total Males Females 
No. of Mean —_— FFT OR 
Drug Patients Age ®* No. % No % 
Morphine .......0. 108 48.0 + 16 38 35.2 70 8 
d,l-Methadone....... g2 49.4 + 1.6 36 39.1 56 0.9 
l-Methadone.... ... 25 62.1 + 3.2 9 36.0 16 64.0 
dJ-Isomethadone ....109 49.7 + 1.5 44 40.4 65 5.6 
i-Isomethadone...... 95 48.0 + 1.6 39 41.1 56 58.9 





* Standard errors of the mean are also shown. 
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Total Intra- Intra- 
No. of Abdominal Thoracic Peripheral* 
ra- -———~ -——_~—7 --~ 


Drug tients No. % No. % No. % 
PROCPRRED cc ccccccosiccctecess 108 48 44.4 10 9.3 50 46.3 
PO re ree 92 50 54.4 13 14.1 29 «6315 
l-Methadone...... steickecten 25 - eets se aces 25 1000 
d,j-Isomethadone............ 109 50 45.9 10 9.2 49 44.9 
l-Isomethadone.............. 95 51 53.7 13 13.7 31 $2, 











* This category includes all operations which do not involve dissection 
into a body cavity. 


Analgesic Power—The data on the relief of post- 
operative pain afforded by varying doses of morphine, 
d,l-methadone, d,/-isomethadone and /-isomethadone are 
shown in table 6. The results of a brief trial of /-metha- 
done not included in this table are as follows: of fifty-five 
doses of 4 to 6 mg. per 150 pounds (68 Kg.) admin- 
istered to 25 patients, 89.1 per cent of the doses produced 
moderate to complete relief of pain. 

Table 6 gives data to form a dose-effect curve for each 
of the four drugs.° These data show the relation 
between the size of the dose (in mg. per 150 pounds of 
body weight) and the effect obtained (in terms of mod- 
erate or complete relief of pain). 

The basis for comparison of the analgesic equivalence 
of morphine and the methadones was an arbitrarily 
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6. The percentage of relief obtained with the highest dose category of 
each drug should not be plotted in order to avoid erroneous distortioa 
of the upper tails of the curves. It will be noted that, with the excep 
tion of d,i-methadone, these high doses afforded a lower percentage © 
relief than did those of the next lower dose categories. The reason for 
this discrepancy is that the patients to whom the high doses were given 
did not respond to lower doses which gave adequate analgesia to 90 pet 
cent of the total number of patients. Hence, these patients were the 
selected few whose pain was difficult to control. If a random group 
patients were given these high doses initially, relief would approximate 
100 per cent. This is confirmed by the 98.2 per cent relief with fifty-five 
doses of 13 to 15 mg. per 150 pounds of d,/-methadone given ™ 
random cases (table 6). 
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chosen, standard analgesic dose, the AD 90 per cent, 
which is defined as the analgesic dose giving moderate 
to complete relief of pain in 90 per cent of the trials. 
In this study the AD 90 per cent of each drug is neces- 
sarily approximate and varies from 89 per cent to 
93 per cent. 

As shown in table 6 the AD 90 per cent of mor- 
phine and of d,|-methadone is 7 to 9 mg. per 150 
pounds of body weight. Therefore, these drugs are, 
milligram for milligram, equivalent in analgesic potency. 
This finding is not in accord with the observations of 
Troxil, which indicate that d,/-methadone is 1.5 times 
as potent as morphine.? 

l-Methadone has an AD 90 per cent of 4 to 6 mg. 
per 150 pounds and hence has approximately twice the 
analgesic potency of morphine and of d,/-methadone. 
This evidence suggests that /-methadone contains virtu- 
ally all the analgesic power of the racemate (d,/-metha- 
done) and that the dextro-rotatory isomer is inactive. 

The AD 90 per cent of d,/-isomethadone is 26 to 39 
mg. per 150 pounds as compared with an AD 90 per cent 


i 


of 7 to 9 mg. per 150 pounds for morphine. d,/-Iso- 
methadone is, therefore, only one third as potent as 
morphine. 


TABLE 6.—Summary of Moderate to Complete Analgesia Obtained with Morphine and the Methadones 














Morphine 
= — pee. = 
Dose in No. of No. of Relief, No. of 
Mg./150 Lb, Patients Doses Percentage Patients 
0000000eeeds000eeeseess ee 32 §5 82.4 33 
sthbnecaneenaeeeneee 42 120 93.3 40 
p sbesdesseckudonces 45 144 93.7 24 
peskseeeccorcosaee 17 63 90.5 15 


d,i-Methadone 
ee am = - - —_~ 
No. of Relief, No. of No. of Relief, No. of No. of Relief, 
Doses Percentage Patients Doses Percentage Patients Doses Percentage 
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cant but are the result of chance. The statistical analy- 
sis employed to furnish this proof was carried out by 
the conventional method of testing the significance of 
differences between percentages. Table 7 summarizes 
the results of this analysis. It will be noted that in the 


TasLe 8.—Onset and Duration of Action at AD 
90 per Cent Level 




















Onset of Action Duration of Action 


w-————___——_— - es ee, ge — 
Mean Mran 
Interval in Interval 
Minutes in Minutes 


from Onset 
of Relief to 
Retu_n of 


from Time 
of Injection 
No. of to Unset No. of 


Drug (AD 90%) Doses of Relief Doses Pain 
ee ee 110 9.7 85 248.5 
d,jl-Methadone........ 106 8.5 79 277.7 
J-Methadone......... 45 9.6 25 256.8 
d,l-Isomethadone..... 54 8.2 42 224.5 
l-Isomethadone....... 117 7.9 98 254.1 





column labeled “odds against chance “none of the odds is 
as high as 20: 1, indicating that all observed differences 
are not significant and can be explained solely on a 
chance basis. 








d,l-Isomethadone /-Isomethadone 





_ ~ —EEEE — 


90 §3.3 ee os ere 40 103 78,6 
139 89.9 oe an — 37 159 89.9 
71 91.5 22 49 73.5 36 143 95.1 
55 98.2 4 50 74.0 18 71 04.4 

11 27 71.4 12 62 91.9 

27 64 87.5 

24 &5 92.9 

15 $1 92.6 

15 61 85.9 





l-Isomethadone has an AD 90 per cent of 7 to 9 mg. 
per 150 pounds and hence is, milligram for milligram, 


equivalent to morphine in analgesic power, and is 3 times 
as powerful as d,/-isomethadone. The reason that /-iso- 
methadone has 3 times the analgesic power of its racemic 


form is not clear, but one possible explanation is that 
d-isomethadone has an antianalgesic action. 


Taste 7.—Statistical Reliability of Differences in Percentages 
of Moderate to Complete Analgesia at AD 
90 per Cent Level* 








Dose in . Odds 
Drugs Mg./ Relief, D SEp _D_ Against 
Compared 150 Lb. Percentage SEp Chance 
Morphine.........00 7-9 93.3 3.4 2.2 1.6 8:1 
é,/-Methadone.....«. 7-9 89.9 
Morp'ine....ccseeee. 7-9 93.3 P - : 
LMeihadone........ 46 89.1 } 42 35 17 a0: 
ee 79 93.3 
dJ-Isomethadone.... 2630 92.9 } 0.8 2.3 0.2 
Morphine. .....ccc.0e 7-9 93.3 ] 
L-Isomethadone. ..... 7-9 89.9 § 8.4 2.2 1.6 $31 





* SE is standard error, or D = %1— %x. 


The final evidence necessary to establish the validity 
of these conclusions about analgesic equivalence rests in 
the proof that the differences between the observed per- 
centages of relief provided by each methadone and by 
morphine in the AD 90 per cent range are not signifi- 


rte 





j 7. Troxil, E. B.: Clinical Evaluation of the Analgesic Methadone, 
- A.M. A. 136: 922 (April 3) 1948. 


Onset of Action and Duration of Effect —The mean 
onset and duration of action of morphine and the four 
methadones at the AD 90 per cent level is shown in 
table 8. For the calculation of the mean duration of 
action, all durations of more than 6 hours were arbi- 
trarily counted as 360 minutes, because it was thought 
that durations exceeding 6 hours could not be justifi- 
ably attributed to the action of the drug. 

The mean onset of action for all drugs is between 
8 and 10 minutes, and the mean duration of action 
between 225 and 278 minutes. It is, then, apparent 
that there are no clinically significant differences between 
the methadones and morphine with respect to speed of 
action and duration of effect. Further analysis of the 
statistical significance of differences in mean onsets 
and mean durations would be of no value, because the 
necessary error in obtaining from the patient the exact 
time of onset of relief and of return of pain to the pre- 
drug status varied more than the small differences in 
mean speed of action (or mean duration of effect) 
between any two drugs. 


Side Effects—An accurate appraisal of the relative 
side action liabilities of morphine and the methadones 
proved impossible in postoperative patients, because no 
clearcut distinction could be made between the side 
effects of the drugs and the after effects of anesthesia 
and surgery. For this reason we were obliged to study 
the side actions of these drugs in healthy volunteer sub- 
jects. 
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SUMMARY AND CONCLUSION 

The analgesic potency of d,/-methadone, /-methadone, 
d,l-isomethadone and /-isomethadone has been compared 
with that of morphine in 429 patients with postoperative 
pain. An appraisal of the relative side action liability 
of these drugs has been attempted in the same patients. 
The results of this study indicate: 

1. dJ-Methadone and /-isomethadone are, 


for milligram, equivalent to morphine in analgesic 


milligram 


potency. 
> 


phine and ot 


l-Methadone has twice the analgesic power of mor- 
d,/-methadone. 


> 


3. d,/-lsomethadone is one third as potent as morphine 
in analy Sik power 


+. The a 
drugs in postoperative patients is impossible. 


ccurate appraisal of the side effects of these 


M 


} 
1D 


Wea 


AN ALGESICS—DENTON 


AND BEECHER 


5-methyl-4, 4-diphenyl-hexanone-3 hydrochloride) and 
l-isomethadone (the optically active levo-rotatory iso- 
mer of d,/-isomethadone ). ; 
Our initial attempt to evaluate the side effects of 
these drugs in patients with postoperative pain was 
unsuccessful because the side effects of the drugs could 
not be satisfactorily distinguished from the after-effects 
of anesthesia and surgery. Hence, the subjects in the 
two studies to be described were healthy volunteers, 


First Stupy oF HEALTHY SvuBjJECTS 


METHOD 
In the first 
one the subjects were healthy, ambulatory, male col- 
lege students between the ages of 21 and 30. The fol- 
lowing drugs were studied in the first group of subjects: 
morphine (15 mg. per 150 pounds [68 Kg.] of body 


Two groups of subjects were employed. 
”~) 


TasLe 9.—First Study 


S vs. 8, MS vs. DL 


Number of ¢ 


MS vs. DL, 
Number of Cases 


isv), 
“rT ot Cases ises 


——— ee ee 

DL- 
DI ISO 
ls 


Is 


14 


P X P 


0.000 
0.000 
0.000 
0.000 
0.02 
0.019 
0.000 
0.008 
0.000 
0.000 
0.011 
0.000 
0.001 
0.000 
0.000 
0.000 
0.075 
0.005 
0.001 
0.009 
0.0083 
0.328 
0.022 
0.496 
0.201 
0.459 
0.610 
0.222 
1,0 


—itl, 





> If 
t MS 
dose 


is well established 
sodium chloride solution ; 
DL-ISO, 10 mg.; Levo, 


difference 
Ss 


P is ke 
is me 


en 


than 0.05 
rphine 


MS 


is isotonic 


DL, 10 mg 


Ssuiftate 


rhe Se 15 mg 


SIDE EFFECTS OF 
AND METHA- 
IN MAN 


A COMPARISON OF THE 
MORPHINE, METHADONE 
DONE’S ISOMERS 


III. 


The analgesic effectiveness of methadone in man has 
already been pointed out by us and by other investiga- 
tors." In this section we report the findings of two 
studies undertaken to determine whether methadone and 
three of its isomers have any advantage over morphine 
with respect to side action liability. The forms of 
methadone studied were d,/-methadone (6-dimethyl- 
amino-4, 4-diphenylheptanone-3 hydrochloride), /- 
methadone (the optically active levo-rotatory isomer of 
d,l-methadone), d,/-isomethadone (6-dimethylamino- 


8. Scott, W. W.; Livingston, H.; Jacoby, J. J., and Broberg, G. R.: 
Early Clinical Experience with Dolophine (No. 10820), Anesth. & Analg. 
26:18 (Jan.-Feb.) 1947. Kirchhof, A. C., and David, A. D.: A Clinical 
Trial of Amindone (Dolophine), A New Synthetic Analgesic, Anesth. & 


Analg. 27:92 (March-April) 1948 Troxil.’ 


» mg. 


-ISO Levo is levo-methadone. 


per 


d,l-isomethadone; DL is d,/-methadone ; 
150 pounds, and ISCS, 1 ce. in all cases 


is 


weight )** as the standard for comparison, d,/-methadone 
(10 mg. per 150 pounds), /-methadone (5 mg. per 150 
pounds), d,/-isomethadone (10 mg. per 150 pounds )* 
and isotonic sodium chloride solution (1.0 cc. per 150 
pounds) for control. Each of the 29 subjects received a 
subcutaneous injection of one of these five agents at 
weekly intervals until he had been given one injection 


of each agent. The order of administration of the drugs 
was varied at random in the individual subject. The 
identity of all drugs and the control was unknown to the 
subjects and to all except one investigator. 

Before and during five hours after each subject had 
received an injection, we recorded the following data: 
(1) incidence and duration of symptoms and signs, (2) 





rugs in the 


8a. Subsequent studies on the analgesic power of these d : 
not equiva- 


alleviation of postoperative pain showed that these doses were no 
lent in analgesic power. The significance of these discrepancies im wosage 
will be considered in the comment. 
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respiratory rate, pulse rate and blood pressure before 
and at thirty minutes, one hour, two, three, four and 
five hours after injection and (3) Wolff-Hardy pain 
threshold before and at ninety minutes following mjec- 


tion. (This is considered by Seevers and Pfeiffer ** and 
Wolff, Hardy and Goodell *” to be about the average 
time of peak elevation of the pain threshold by 
morphine. ) 

RESULTS 


Incidence of Symptoms and Signs.—The different 
symptoms and signs observed following the injection of 
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ataxia with d,/-isomethadone. Confirmatory evidence of 
the validity of these conclusions was supplied by testing 
the statistical significance of the observed differences 
in the frequency of single symptoms and signs for each 
pair of drugs by the y* test with Yates’s correction for 
small samples. The ‘alaieal level significance for 
P (probability) was 0.050. The special application 
of the y* test to this type of material has been discussed 
in detail in part I. 

Duration of Symptoms and Signs.—A typical example 
is the time course of drowsiness for the four drugs and 
isotonic chloride solution shown in 


the four drugs and the control are listed in table 9. sodium figure 1. 
From this it is apparent that: (@) In comparison with The three upper curves, representing the percentage of 
isotonic sodium chloride solution, morphine produce’ subjects who experienced drowsiness at various times 
a significantly higher incidence of each of the symptoms after the injection of morphine, of d,/-methadone and of 
and signs except headache, heaviness, paresthesias, /-methadone are similar in time of onset, time of peak 
increased tension, fulness in the head and weakness. occurrence and time of disappearance. The two lower 
(2 ll Su cts) *9 
MS vs. Levo, DL vs. ISCS, Levo vs. 8, DL-ISO vs. 8S, DL vs. Lev« 
N er of Cases Number of Cases Number of Cases Number of Cases Nuinber of Cases 
—_— a nee ae —_ _ =~ _ie - mm, TI . a, a 
MS x P DL s xX P I Ss xX P Iso oS xX P pL J x I 
18 5 (1 0.000 0.092 5 60.17.—s«O0.682 18 6 0. ( 
) 0.542 18 6 1 0.000 16 6 0.47 0.002 { 6 ( O.610 18 lf 0.1 ( 
18 4 ’ 1 0,000 15 ) ; 0.000 2 1 0.00 1.00 M1 0 1 
19 s O44 14 0 0.000 iF 0 2.1 0.000 } 0 1.49 0.222 14 15 0.00 1. 
17 0.569 2 4 5.01 0.025 M 4 947 0.002 8 ¢ 095 0,327 2 MW O17 06 
16 0.441 10 s7 60.049 13 3 6.45 0.011 : 0.4 0.401 10 13 0.47 0.49 
15 0.74 0 5.25 0,022 3068 80.10.00 0 6 : 6 13 4.92 0.0% 
9 0.0 1.00 s l 4.92 0.02 9 ] 6.29 0.012 1 ] 0.00 1.00 § 9 0.00 1.00 
4 0.425 S$ 22 58.1 0.000 7 2 698.1 0.000 % 8 165 0.201 8 7 0.00 1.0 
%%4 71 0.009 ?1 0 69.1 0.000 17 0 36.4 0.000 ‘ 0 5.25 0.022 91 17 1.21 0.271 
24 0.00 = 1.00 6 1 15.7 0.000 4 13 14 ~~ 0.001 “4 613 1.00 i 026 061 
16 0.00 = 1.00 19 1 4 0.000 1 1 27.1 0,000 : 1 165 0.201 9 1 0.60 0.43 
l4 0.00 1.00 16 0 31.4 0.000 lo 0 27 0.000 4 0 1.49 0.222 16 1 0.00 Loo 
13 + Loo & 0 S4 0.004 12 0 17.2 0.0090 0 0 0.00 1.00 S 1? 61 0.1 
2 61 0.1f 7 0 6.738 0.009 7 0 6.78 0.001 0 0 0.00 1.00 7 7 { ) 1.00 
10 1 0.201 f 0 5 0.022 6 0 5.25 0.022 0 0 0.00 1.00 6 ‘ 0.00 1.00 
10 0.00 oo 14 l ' 0.000 10 l 7.80 0.005 ; 1 0.24 0.610 14 10 0 0.327 
w” 0.4 0.408 s 0 s4 0.004 7 0 6.78 0.009 ] 0 00 1.00 & 7 0.00 1. 
9 { ) O43 7 0 6.78 0.009 6 0 5.95 0.022 0 0 0.00 1.00 6 0.00 1 
8 0.4 0.496 4 1 O.S5 O.S58 5 l 9 61 0.105 1 ] 0.00 00 4 5 0.00 1.00 
8 0.54 0.459 3. (O 149 0.292 6 0 525 0.022 0 oO 00 16 6 149 0.22 
8 0.17 0.682 7 @ 1.97 0.162 6 2 261 0.105 ‘ 2 0.17 0.68 7 6 0.0 10 
7 0 0.719 s 0 8.4 0.004 5 0 8.86 0.050 ] 0 0.00 1.00 7 Of 0.43 
7 0.00 1.00 8 2 5.25 0.02 6 2 1.65 0.201 4 2 0.2 0.610 8 { 0.17 0.68 
5 0.610 0 83.56 60.059 7 0 6.78 0.009 l 0 0.00 1.00 5 O54 O45 
4 0.00 1.00 0 1.49 0,222 4 0 261 0.105 2 0 O54 0.459 4 0.00 1.09 
3 ‘ 0.610 1 1 0.000 1.00 1 1 0.00 1.00 1 1 0.00 1.00 l l Or 1.00 
3 om 1.00 3 1 0.54 0.459 2 1 0.00 1.00 0 ] 0.00 1.00 2 0.0 1.00 
3 . 0.358 t) 0 0.525 0,022 6 0 5.95 0.029 ? 0 0.54 0.45 ( 0.10 0.74 
In comparison with the sodium chloride solution d,/- curves, representing d,/-isomethadone and_ isotonic 


methadone produced a significantly higher incidence 
of each of the symptoms and signs except anorexia, 
vomiting, headache, warm glow, paresthesias, increased 
tension and fulness in the head. In comparison with the 
sodium chloride solution, /-methadone produced a signifi- 
cantly higher incidence of each of the symptoms and 
signs except anorexia, headache, heaviness, paresthesias, 
increased tension and fulness in the head. (b) Morphine 
in comparison with d,/-methadone produced a higher 
incidence of unpleasant affect, dizziness and vomiting. 
Morphine in comparison with /-methadone revealed no 
significant differences. d,/-Methadone in comparison 
with /-methadone produced a lower incidence of unpleas- 
ant affect. (c) There were no significant differences 

ween d,/-isomethadone and isotonic sodium chloride 
Solution except for a higher incidence of subjective 






are similar to each other but 
shorter duration than the 


sodium chloride solution, 
show lower incidence and 
three upper curves. 

Effect on Respiratory Rate, Pulse Rate and Blood 
Pressure.—Problems of variance that arise in conjunc- 
tion with these data have been discussed in Part I. 
Until these problems can be better solved, we present 
the followmg data for what they may be worth. 

Before any final conclusions can be presented con- 
cerning the respiration, minute volume studies must 
be made. Reasons for our not including such studies 
in the present work have been described in Part I. 


The mean respiratory rate of the 29 subjects before 


and at six regular intervals following the injection of 


isotonic sodium chloride solution, 


morphine and the 
If the 


three methadones is summarized in table 11. 
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mean respiratory rate observed at thirty minutes and 
at hourly intervals thereafter up to five hours following 
the injection of morphine, d,/-methadone and /-meth- 
adone is compared with the mean respiratory rate at 
corresponding times after the injection of isotonic chlo- 
ride solution, there is a significant fall ®° in mean respir- 
atory rate for all three drugs. Throughout one to five 
hours, the mean depression for morphine varies from 
2.14 to 3.10 respirations per minute; for d,/-methadone, 
1.66 to 2.07 respirations per minute, and for /-meth- 
65 


adone, 1.65 to 2.76 respirations per minute. The magni- 
tude of depression at each interval after injection is 
indistinguishable for the three drugs. 

There are no statistically significant differences 


between the mean respiratory rate of the group receiving 
isotonic sodium chloride solution and the group receiv- 


ing, d,/-isomethadone at any interval after injection. 
















5 A. M. A. 
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slowing effect of the methadones varies from 3.72 to 
6.62 beats per minute and is statistically indistinguish- 
able from that produced by morphine (3.86 to 4.97 
beats per minute). 

The effect of morphine, the three methadones and 
isotonic sodium chloride solution on the mean systolic 
and diastolic blood pressure is shown in table 13. In 
comparison with isotonic sodium chloride solution, none 
of the drugs produced any significant alteration in 
systolic or diastolic blood pressure during five hours 
after injection. 

Seconp Stupy or Heattny Svusjects 

The second study, on 28 healthy, volunteer college 
students, was undertaken to determine the relative side 
action potencies of comparable analgesic doses of mor- 
phine, d,l-isomethadone and /-isomethadone (the opti- 


Tasie 10.—Second : 














MS ys. ISCS, 


Number of Cases 
——E~— 


DL-ISO vs. ISCS, 
Number of Cases 
—_—= 














MS ISCS x? P ISCS x? P 

PEE... .cstanenghes’ icbebesdddidanttbiebotasbaeutuenteleheeeasnael 26 7 39.9 0.000 20 7 13.1 0.000 
Ataxia tiv 20 0 63.2 0.000 18 0 41.9 0.000 
Nausea 12 2 7.77 0.005 8 2 3.0 0.04 
Affect p i 12 2 9.61 0.002 ll 2 7.89 0.005 
Ataxia, ot tive 12 0 17.6 0.000 2 0 17.6 6.000 
Diff 12 0 17.6 0.000 8 0 8.58 0.008 
Heavy Deiaed 12 1 15.0 0.000 3 1 0.26 0.610 
D ll 0 15.0 0.000 15 0 28.2 0.000 
Wa ‘ 11 3 6.36 0.012 6 3 0.60 0.435 
Light ul ] l 6.36 0.012 ll 1 9.61 0.002 
oo ss canis wabbeabibdhiedines da thhhbkihshacevdetnseeteneaneiln 8 1 4.96 0.026 7 1 3.73 0.054 
Head s 7 0.00 1.00 + 7 0.85 0.353 
Dry 1 tl 7 2 3.89 0.049 2 2 0.00 1.0 
Fat 7 4 0.60 0.435 4 4 0.00 1,00 
Diff 6 1 1.66 0.197 8 1 4.97 0.026 
Pare is i) 1 2.62 0.103 5 1 2.62 0.105 
Sleep.. 5 0 3.89 0.049 6 u 5.31 0.022 
Pallor 4 1 0.86 0.352 5 1 2.95 0.085 
Weak 4 1 0.86 0.252 8 1 0.26 0.610 
PE in ccecacnndaachuedsantatcunasvetardaseasewishexestussebashanniseeen 8 1 0.54 0.459 1 1 0.00 1.00 
Itch'ng ° 3 0 1.49 0.222 3 0 1.49 0.222 
Sweating 3 1 0.26 0.610 1 1 0.00 1.00 
Uneasy st Miivccocdecandoadeduacented suclevkbecdedtatesstcedenednsgensenen 4 1 0.56 0.352 1 1 0.00 1.0 
Ss 6 66s ene 000 6eeebeedeednedederedeee tn dtdesaccensceeséeeedesengeenes 3 4 0.00 1,00 8 4 0.00 1.00 
0 PEEP PTT Te TST errr e TT Ter TTT TTT TT TTT Tri TT et 2 0 0.54 0.459 3 0 1.49 0.222 
EEE, cctbnndccchscicesnvetdssobedectetnsndncéstekotas th bekceeeneebbnteues 2 0 0.54 0.459 ee ee ” 
Hiceups 1 0 0.00 1.00 ‘ me bias aan 
NE oo. cnn dea kabhi kgnabidiaaeninn tie kekeamneaieneniaaaesal - 0 0.00 1.00 1 0 0.00 100 
Indistinet speech.... =~ socaseunhaundeubeesinaneebasn 0 1 0.00 1.00 1 1 0.00 1.00 
Vomiting... $hb6600 wdc bheeeeededane baneneednsedadstcaaeenane 1 0.00 1.0 
* Dots mean no recording. MS is morphine sulfate; DL-ISO is d,/-isomethadone; ISCS is isotonic sodium chloride solution; L-ISO is /-isometh- 


adone. The doses given: MS, 10 mg.; DL, 30 mg., and L-ISO, 10 mg. per 150 pounds. The sodium chloride solution in all cases is 1 ce. 






In view of these observations we are justified in con- 
cluding that, in the doses given, morphine, d,/-methadone 
and /-methadone produce more depression of respir- 


atory rate than does d,/-isomethadone. However, it 
must be remembered that the d,/-isomethadone was not 
in comparable analgesic dose until the second study 
was undertaken. 

Table 12 summarizes the mean pulse rate of the 29 
subjects throughout five hours after the injection of 
these drugs. In comparison with isotonic chloride solu- 
tion, morphine and the three methadones produce a 
significant slowing of pulse rate at the third and fourth 
hours after injection. The magnitude of the pulse- 





9. The method for testing the significance of differences between means 
(Sli -~ Me 

; (SE: — SEs) * 
level of significance for the critical ratio is 2.0, or odds of 20:1 against 
chance. 


involves the calculation of the critical ratio The minimal 








cally active levo-rotatory component of d,J-isometh- 
adone). The doses used were as follows: morphine 
(10 mg. per 150 pounds of body weight), d,J-isometh- 
adone (30 mg. per 150 pounds), /-isomethadone (10 
mg. per 150 pounds) and isotonic sodium chloride solu- 
tion (1.0 cc. per 150 pounds) for control. These doses 
of narcotics are all analgesic equivalents. This study 
was conducted precisely like the first one except for 
the omission of the Wolff-Hardy pain threshold 
determinations. 
RESULTS 

Incidence of Symptoms and Signs.—The incidence of 
the symptoms and signs observed following the injection 
of the three drugs and isotonic sodium chloride solu- 
tion is shown in the x? table 10. The foliowing rela- 
tionships between drugs are apparent from inspection 
of this table: (a) d,/-Isomethadone and morphine have 


























—, = 





tonic sodium chloride solution appears in table 14. 
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NumBer 16 ° 


equal toxicity with respect to the frequency of each 
symptom and sign except for heaviness of the head and 
dry mouth, which occur less frequently with d,/-iso- 
methadone. (0) /-Isomethadone produces an incidence 
of symptoms and signs comparable to that produced by 
morphine, with one important exception, nausea, which 
occurred in significantly fewer subjects with /-isometh- 
adone as opposed to morphine and the following less 
important differences: ataxia, heavy head and dry 
mouth. (c) d,/-Isomethadone and _ /-isomethadone 
are indistinguishable except for ataxia and dizziness, 
both of which have a higher incidence with d,/-isometh- 
adone. No distinctions between morphine, d,/-isometh- 
adone and /-isomethadone could be found on the basis 
of the duration of any symptom or sign. 

Effect on Respiratory Rate, Pulse Rate and Blood 
Pressure-—The mean respiratory rate of the 28 sub- 


28 Normal Subjects)* 

















Morphine slows the mean pulse rate 7.43 beats per 
minute at the third hour in comparison with the sodium 
chloride solution ; /-isomethadone, 5.36 beats per minute 
at the third hour, and d,/-isomethadone, 4.58 to 6.08 
beats per minute between the second and fourth hours. 
The magnitude of this effect is statistically indistinguish- 
able for the three drugs. 

The mean systolic and diastolic blood pressures were 
not altered significantly by any drug at any interval 
during five hours after injection. The mean values are 
summarized in table 15. 















COMMENT 
Validity of the conclusions drawn from these studies 
requires that the doses used be equivalent in analgesic 
power. The doses used in the second study conform to 
this principle. As we have pointed out earlier in this 
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L-ISO vs. ISCS, MS vs. DL-ISO, MS vs. L-ISO DL-ISO vs. L-ISO 
h ber of Cases Number of Cases Number of Cases Number of Cases 
— A _ —— ——— A ——— oe’ 
— alin Sr DL- . os S. a L 
ISO ISCS xX? P MS Iso x? P MS ISO xX? P Iso ISO x? Pp 
21 18.8 0.000 26 20 2.87 0.091 26 21 2.62 0.105 20 21 0.00 1.00 
ll 0 15.0 0.000 20 18 0.10 0.749 20 11 3.97 0.047 18 1] 4.97 0.026 
3 0.00 1.00 12 8 0.95 0.327 12 3 6.33 0.012 8 3 2.62 0.105 
ll 7.29 0.005 12 11 0.00 1.00 12 11 0.00 1.00 ll 1] 0.00 1.00 
5 3.89 0.049 12 12 0.00 1.00 12 5 3.89 0.049 12 5 6.56 0.009 
7 6.56 0.009 12 8 1.21 0.636 12 7 1.97 0.162 8 7 0.00 1.00 
3 0.26 0.610 12 3 6.33 0.012 12 3 10.5 0.001 3 3 0.00 1.00 
8 8.58 0.003 11 15 0.67 0.412 ll 8 0.32 0.575 15 8 4.97 0.026 
8 1.97 0.162 ll 6 1.97 0.162 1l 8 0.46 0.496 6 & 0.26 0.610 
9 6.36 0.012 9 ll 0.13 0.719 9 9 0.00 1.00 11 y 0.10 0.749 
6 3.89 0.0:9 8 7 0.00 1.00 . 6 0.13 0.719 7 6 0.00 1.00 
5 0.08 0.779 8 4 2.62 0.105 8 5 0.38 0.535 4 5 0.00 1.00 
2 0.00 1.00 7 2 3.89 0.049 7 2 3.89 0.049 2 2 0.00 1.00 
5 0.00 1.00 7 4 0.60 0.435 7 5 0.13 0.719 4 5 0.00 1.00 
3 0.26 0.610 5 8 0.60 0.435 5 3 0.17 0.682 8 3 1.58 0.208 
2 0.00 1.00 5 5 0.00 1.00 5 2 0.60 0.435 5 2 0.60 0.435 
5 8.89 0.049 5 6 0.00 1.00 5 5 0.00 1.00 6 5 0.00 1.00 
1 ] 0.00 1.00 4 5 0.00 1.00 4 1 1.49 0.222 5 1 2.62 0.105 
1 l 0.00 1.00 4 3 0.00 1.00 4 1 0.86 0.352 3 1 0.26 0.610 
1 | 0.00 1.00 3 1 0.54 0.459 3 1 0.54 0.459 1 1 0.00 1.00 
1 0.00 1.00 3 3 0.00 1.00 3 1 0.54 0.459 3 1 0.54 0.459 
0 0.00 1.00 3 1 0.26 0.610 3 0 1.49 0.222 1 0 0.00 1.00 
2 ] 0.00 1.00 4 1 1.49 0.222 4 2 0.17 0.682 1 2 0.00 1.00 
0 i 2.62 0.105 3 3 0.00 1.00 3 0 1.49 0.222 3 0 1.49 0.222 
= eatin Sees 2 3 0.00 1.00 2 0 0.54 0.459 3 0 1.49 0.222 
1 0.00 1.00 2 0 0.54 0.459 2 1 0.00 1.00 0 1 0.00 1.00 
ee see 1 0 0.00 1.00 1 0 0.00 1.00 a ee whens — 
1 0.00 1.00 1 1 0.00 1.00 1 1 0.00 1.00 1 1 0.00 1.00 
1 l 0.00 1.00 0 1 0.00 1.00 0 1 0.00 1.00 1 1 0.00 1.00 
0 1 0.00 1.00 1 0 0.00 1.00 












jects before and at regular intervals after the injection 
of isotonic sodium chloride solution, morphine, d,l-iso- 
methadone and J-isomethadone is shown in figure 2. 
In comparison with the sodium chloride solution, mor- 
phine depressed the mean respiratory rate 1.53 to 2.85 
respirations per minute throughout five hours after 
injection; d,l-isomethadone, 1.85 to 3.03 respirations 
per minute throughout five hours, and /-isomethadone, 
2.00 to 2.25 respirations per minute during one-half 
hour to three hours after injection. These differences 
are significant. There were no statistically significant 
differences in mean respiratory rate between morphine 
and d,/-isomethadone and /-isomethadone at any inter- 
val after injection. 


The mean pulse rate of the group before and at regu- 
lar intervals after the injection of these drugs and iso- 
















paper, the doses of morphine and of d,/-isomethadone in 

the first study were not analgesic equivalents. Accord- 

ing to our data (part I1) on the analgesic potency of 

these drugs in alleviating postoperative pain, d,/-meth- 

adone and morphine are, milligram for milligram, 

equivalent in analgesic power; /-methadone is 2 times 

as powerful as morphine, and d,l/-isomethadone is only a 

third as potent as morphine. Therefore, the dose of 

morphine used in the first study should have been 

10 mg. instead of 15 mg. if it is to be equivalent to 

10 mg. of d,/-methadone and 5 mg. of /-methadone. , 
The 10 mg. dose of d,/-isomethadone used in the first 

study was only a third as large as it should have been 

to be equivalent in analgesic potency to 10 mg. of mor- 

phine. The side effects produced by 10 mg. of d,/-iso- 

methadone were essentially indistinguishable from those 

of isotonic sodium chloride solution, but in equivalent 
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Rate of 29 Healthy Subjects at Regular Intervals After the Injection of 
Sodium Chloride Solution, Morphine and Three Methadones 
Dose Pr ection Time After Injection 
Mg. por Respiratory —— ~ 
OL Kat % Hr. Hr. 2Hr lir. 
en 3 16.14 16.48 16.90 16.97 
( j (+ O.0D) (+ 0.61) (+ 0 ) (+ y) 
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1.78 105.07 + 2.08 104.29 + 1.77 104.64 + 1.66 
1.61 70.79 + 1.91 71.18 + 1.50 70.50 + 1.36 
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1.72 72.64 + 1.37 71.86 + 1.73 71.64 + 1.65 
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analgesic dose (30 mg.), dJ-isomethadone was as toxic 
as morphine. It is possible, however, that the 10 mg. 
dose of d,l-isomethadone, which is the AD 70 per cent, 
may well be found to have clinical usefulness, because 
of its low toxicity. 

In the interpretation of these data, it should also be 
emphasized that the pattern of side effects in healthy 
subjects without pain may differ from that of patients 
with pain. It is possible that pain may modify to some 
extent the incidence and severity of the side effects 
which we observe in healthy subjects. Nevertheless, 
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I ] Percentage (vertical row of figures at the left) of subjects 
sh lrowsiness at various times after injection of drugs. 
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MEAN RESPIRATORY 











— T T T T a 
ee 2 3 4 5 
TIME IN HOURS AFTER tNJECTION 
Fig. 2.—Mean respiratory rate of 28 health subjects. The top line 
represents isotonic sodium chloride solution; the next line represents 
Lisomethadone; the next morphine, and the bottom line d,/-isomethadone. 


we believe that this type of study provides accurate, 
descriptive information about the basic pharmacologic 
efiects of these drugs in human subjects which is of 
value to the pharmacologist as well as the clinician. 


SUMMARY AND CONCLUSIONS 

The relative side action liabilities of equivalent anal- 
gesic doses of morphine, d,/-methadone, /-methadone, d,]- 
isomethadone and /-isomethadone have been determined 
in two groups of healthy, ambulatory, young men. An 
appraisal of the analgesic potency of the first four of 
these drugs was attempted by use of the Wolff-Hardy 
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technic. From the results of these studies, the following 
conclusions were drawn: 

1. d,l-Methadone, /-methadone and d,/-isomethadone 
when used in comparable analgesic dose are as toxic as 
morphine with respect to symptom production and dura- 
tion of symptoms. 

2. /-Isomethadone produces less nausea than mor- 
phine. 

3. All four forms of methadone exert a pulse-slowing 
effect comparable in magnitude with that produced by 
morphine. 

4. All forms of methadone depress respiratory rate 
to essentially the same degree as morphine as far as our 
present data indicate. 

5. None of the drugs tested alters systolic or dias- 
tolic blood pressure, 

6. Even with the most careful full time observation 
we could devise, it was impossible to evaluate the side 
etfects of these agents in sick persons, in postoperative 
patients. Perhaps such confusing material could be used 
if thousands of patients and twenty-four hour observa- 
tion were employed. While it is true that the final 
evaluation of such drugs must be made in the clinic, we 
deplore the current and common practice of manufac- 
turers of sending out small lots of such new drugs for 
evaluation in sick persons by busy practitioners. Accu- 
rate appraisal requires full time work. ‘The side effects 
should first be studied in normal subjects. 





Council on Physical Medicine 
and Rehabilitation 


REPORT OF THE COUNCIL 


The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following report 
Howarp A. Carter, Secreta 


TELEX HEARING AID, MODEL 99, 
ACCEPTABLE 

Manufacturer: Telex, Inc., Telex Park, Minneapolis 1. 

The Telex Hearing Aid, Model 99, is a wearable instrume:t 
of the vacuum tube type and consists of receiver, cord and metal 
case housing the microphone, amplifier and batteries. The 
receiver is of the magnetic type. 

The whole assembly weighs 164 Gm. (534 ounces); without 

receiver, cord and batteries it weighs 114.5 Gm. (4% ounces). 
The size, excluding the clothing clip, is 89 by 58 by 18 mm. 
(3% by 2% by 3% inches). 
A combined volume control and “on-off” wheel switch is 
located at one upper corner. A three position, sliding tone 
control switch is near the other upper corner. A semipermanent 
adjustment inside the case near the battery compartment gives 
settings for three rates of battery drain. The adjustment is to 
be made by the dealer with a special wrench provided by the 
company. 

The instrument operates on a 1.5 volt A-battery and a 15 volt 
B-battery, both zinc-carbon batteries. It is claimed that the 
A-battery drain is 40 milliamperes at 1.25 volts while the 
B-battery drain ranges from 0.15 (at low volume) to 0.40 mil- 
liamperes (at full volume) at 15 volts. 


The specimen submitted by the firm was given both laboratory 
and practical tests under conditions acceptable to the Council, 
and evidence of sturdy construction and satisfactory performance 
was obtained. The Council on Physical Medicine and Rehabili- 
tation voted to include the Telex Hearing Aid, Model 99, in 
its list of accepted devices. 
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SATURDAY, DECEMBER 17, 1949 


WASHINGTON CLINICAL SESSION 


The Washington, D. C., 
Medical Association was attended by the largest group 


meeting of the American 


of physicians and visitors ever registered at the asso- 


clinical features programs for 


than 8,400 attended; 


which 

More 
of this number more than 3,000 were Fellows of the 
The 


December 6, 


‘ 


c1tion 


session, 
the general practitioner. 
House of Delegates convened on 


but 


\ssociation 


Tuesday, various committees and 
councils met for several days prior to the opening of 
the Session. Beginning Tuesday a succession of clin- 
ical presentations was offered in a wide variety of 

‘lds of medical endeavor. The interest of the visit- 
and the Medical 


and of the officers of the Association was 


ing lellows members of \merican 


\ssociation 
evident in the attendance at the sessions of the House 
of Delegates, the meetings of the Reference Commit- 
tees and the clinical presentations. Motion pictures, 


television in color and black and white and _ tech- 


nical and scientific exhibits provided additional evi- 
the 
likewise played a dominant role, and many interviews 


dence of success of this clinical session. Radio 


were arranged for broadcasting. Some of the broad- 
casts were transcribed for reproduction over “Voice 
of America.” Other activities, for example, the sixth 
national conference of county medical society officers 
(Grass Roots Conference), offered additional oppor- 
tunities for satisfying divergent interests. Publication 
of the proceedings of the House of Delegates begins in 
this issue of THe JOURNAL. 


GENERAL PRACTITIONER’S AWARD 

Three names were introduced for consideration by 
the House of Delegates: Dr. Andy Hall, Mt. Vernon, 
Ill.; Dr. Lyle “Bunny” Hare, Spearfish, S. D., and 
Dr. Rhine, Ark. Dr. 


Andy Hall was elected by vote of the House to be 


Thomas Edward Thornton, 


the 1950 recipient of the General Practitioner's Award. 
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ADDRESS OF PRESIDENT 


The President of the American Medical Associa- 
tion, Dr. Ernest E. Irons, in a discussion of the edu- 
cational campaign of the Association, drew attention 
to the course of this campaign and some of the 
changes which the Administration opponents of the 
Association have been forced to make in their pro- 
gram to control medical care in this country. He 
warned, however, “Under the cover of the welfare 
state, this nation is being led down the road to social- 
ism with all its blighting effects on individual incen- 
tive and personal responsibility. Compulsion is being 
substituted for liberty. The enormity of the crime 
of dragging down our nation with our great natural 
resources, and our citizens imbued with the pioneer 
spirit, to the level of bankrupt nations without 
natural resources is inconceivable to our citizens. It 
is beyond their belief. And yet that is what is being 
done insidiously by deficit spending, by wasteful sub- 
sidies under the egis of economic planning slowly, 


He 


crisis we cannot delegate our individual responsibilities 


craftily, step by step.” also warned, “In this 


to others than ourselves. The real strength of 
American medicine lies in the personal patient-physi- 
cian relation. It is this close relationship which the 
advocates of government medicine and socialism are try- 
ing to destroy . . . we must seek and secure full active 
cooperation of all members of the medical profession 
and unite our efforts with those of lawyers, business 


men, farmers, manufacturers and other groups who 


now recognize the threat of the socialist welfare state.” 
DUES 

The House of Delegates amended the By-Laws of 
the American Medical that for the 
first time in the history of the Association members 
will be required to pay annual dues. The dues rec- 
ommended by the Board of Trustees and approved by 
the House for 1950 are $25 a year. Each member, 
on payment of his dues, will receive a card and a 
certificate of will be entitled to 
attend the Scientific Sessions of the American Medi- 
cal Association, which previously have been limited 
to Fellows and invited guests. An official notice of 
this action of the House will be sent to each constitu- 
ent association, which will arrange for the collection of 
the dues in accordance with local customs in the col- 
lection of local dues. It is not the wish of the Ameri- 
can Medical Association House of Delegates to collect 
dues from physicians who are retired because of 
old age or physical disability or who would suffer 
financial hardship because of such payment. It is 
the wish of the House, however, to have all physi- 
cians in active practice and medical teaching as paid 
members of the American Medical Association. An 
active member who becomes delinquent in payment 
of his dues will forfeit his active membership in the 


Association so 


membership and 
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American Medical Association if he fails to pay the 
delinquent dues within thirty days after notice of his 
delinquency has been mailed by the Secretary to his 
last known address. It is the belief of the House of 
Delegates that the American Medical Association, like 
other great national organizations, must be able to 
depend on dues for support of the growing program 
of service to the profession and to the public. The 
responsibilities of the Association are increasing con- 
stantly, and the revenue from its publications cannot 
now meet the cost of this expanding program. Much 
of the collected dues will be used to promote volun- 
tary health insurance plans. Included in the attempts 
at furthe ring the adoption of insurance will be endeav- 
ors to encourage plans for individual subscribers, pro- 


tection for those over 65 years of age and inauguration 
of special coverage for those faced with “catastrophic” 
illness. Some of the money collected from dues will be 
used to fight the Administration’s compulsory health 
insurance program. 
BILLS 

Among the legislative matters brought before the 
House of Delegates were bills S. 1411 and S. 1453. 
A protest by the House was registered against S, 1411. 
If this hill is enacted into law, it will affect the medical 
care approximately twenty-nine million persons. 
A report on the companion bills, S. 1453 and H.R. 
5940, was presented jointly by the Board of Trustees 
and the Council on Medical Education and Hospitals 
and was approved by the House. The report called 
attention to the fact that S. 1453 has already passed 
the Senate and that it appears doubtful that further 
changes will be made by the House in the companion 


bill H.R. 5940, 
In reporting on these bills the Board of Trustees 
and the Council reemphasized the twelfth point of the 
Medical for 
advancement of medicine and public health. 


the 
This 
point recognizes that some medical schools are finding 
it difficu 


American Association’s program 


It to secure sufficient funds to maintain their 
standards of training. It advocates financial aid to 
medical education with funds that will preserve the 
freedom of the medical schools from political con- 
The American Medical Associa- 
tion would prefer to see medical schools receive the 
support they require from private philanthrophy or 
local public funds, but it is realized that it may be 
necessary for some medical schools to accept financial 
aid from the federal government, provided such aid 
carries with it the assurance of freedom from political 
control and regulation. 


trol and regulation. 


To protect the schools from interference by federal 
officials in their internal affairs, the twelfth point 
further states, “The formulas for the allocation of 
all funds should be simple in principle and written 
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into the law. The responsibility and authority of the 
officials administering the program should be limited to 
an audit to determine that the funds are employed for 
the general purposes for which they were granted.” 

The Board of Trustees and the Council concluded 
their report with a statement that S. 1453 and H.R. 
5940 grant federal officials too much potential author- 
ity to interfere in the internal administration of the 
medical schools. 
the American Medical Association oppose these bills 


They, therefore, recommended that 


in their present form since they do not adequately 
guarantee the freedom of the medical schools. This 
recommendation was approved by the House of Dele- 
gates. 
OTHER ACTIVITIES OF THE HOUSE 

The House of Delegates in other deliberations 
directed the Board of Trustees to make appropriate 
studies for the creation of a “Junior American Medi- 
cal Association” and to report at the next meeting of 
the House of Delegates; authorized a committee of 
five members from the House of Delegates to be 
appointed by the Speaker of the House to study the 
status of veterans with non-service-connected illnesses 
and to report back to the House at its next session; 
urged the development of systems to handle emergency 
calls; heard a report of the progress of the American 
Medical Association National Education Campaign; 
stated that public health officers should receive salaries 
commensurate with their responsibilities and compar- 
able to salaries of others who have similar responsibili- 
ties; authorized the appointment of a committee of lay 
persons to help in a national education campaign ; called 
attention to the neglect by the federal government of 
the Army Medical Library and urged the Army, the 
President of the United States and Congress to make 
provision for adequate quarters for this invaluable 
service, and encouraged the establishment of grievance 
committees or comparable programs by constituent 
associations to permit the hearing of complaints from 
the public. This does not constitute a complete list 
of all activities of the House; other actions will be 
reported in the Proceedings of the House. George N. 
Craig, national commander of the American Legion, 
addressed the House and said that the Legion was 
opposed to socialized medicine and to any movement 
to take the government away from the people. 


H.R. 6000 


The Board of Trustees in considering H.R. 6000 
declared this bill contained a provision with serious 
medical implications, namely, the section on compulsory, 
contributory, permanent and total disability insurance. 
The major benefits for unemployment which are 
included in the Social Security System are adaptable 
to mass administration from an office remote from the 
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individual. This type of administration, however, is 
not similarly applicable to those with total and perma- 
nent disability. Age and in some instances unemploy- 
ment are conditions over which the individual is unable 
to exercise any control, but total and permanent dis- 
ability often can be influenced by the disabled person 
and his physician. The program proposed in H.R. 
6000 will adversely influence the patient’s desire for 
recovery. Initiation of a compulsory federal disabil- 


ity program would represent another step toward 


nationalization of medical care and socialization of the 
If enacted the bill would encour- 
difficult to 


prac tice of medicine. 


age further liberalizations which are not 


visualize; for example, payment of benefits to depend- 
ents of disabled persons, substitution of temporary for 
permanent disability benefits and eventually full cash 
sickness and disability provisions. If such a plan were 
followed, a total national compulsory sickness taxation 
program for all practical purposes would be in effect. 
The American Medical Association recognizes the need 
for assistance to the disabled-needy but believes that 
this aid should be administered always on a local level, 
and not through a system of compulsory federal taxa- 
tion or control. 

AND 


RADIO TELEVISION 


Television again held the spotlight as a means of 
visual education. The success of such programs now 
is well established. The color television demonstration 
was the first intercity telecast of a surgical procedure. 
The radio programs were so effective that eighteen 


local and national broadcasts were arranged. Further- 


more, several additional broadcasts for the “Voice of 


\merica” were prepared for foreign English-speak- 


On 


Wednesday evening the radio program “This Is Your 


ing nations; translations were made for others. 


Life” honored Dr. William L. Pressly, the 1949 recipi- 


ent of the General Practitioner’s Award. 


EXHIBITS 


The Scientific and Technical Exhibits were well 
attended throughout the session, and the interest shown 
by the visitors indicates the popularity of these features. 
Diabetes, problems of delivery, pediatric problems, lab- 
oratory diagnoses, physical medicine and rehabilitation, 
viral and rickettsial diseases and many other topics 
formed the basis of the scientific sessions, which were 
intended to provide up-to-date information for the gen- 
eral practitioner. 
NEXT MEETINGS 

The next annual meeting of the American Medical 

Association will be held in San Francisco, June 26-30, 


1950. The next Clinical Session will be held in Den- 


ver, Nov. 28-Dec. 1, 1950. 
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DOGS IN MEDICAL RESEARCH 


In various research centers throughout the United 
States researchers are being harassed by small vocifer- 
ous groups whose activities are more apparent than 
their insight. These groups, at least some of which 
may consist essentially of well meaning if misguided 
persons, are hampering research and interfering with 
medical progress by their determined efforts to keep 
dogs out of medical research laboratories. These per- 
sons apparently are willing to permit stray dogs to be 
killed by the thousands in city pounds but are unwilling 
to admit that the dogs could serve humanity if used 
for research. Their principal protest is that research 
is cruel and that the animals are treated inhumanely, 
Sometimes they point to specific instances in which 
they observed inadequate care of animals. Such obser- 
vations obviously strengthen the arguments of those 
who would remove, if possible, dogs and probably other 
animals eventually from the reach of researchers. Ani- 
mals used for research purposes should be cared for, 
then, under the best possible conditions. 

The Surgery Study Section of the National Institutes 
of Health has published a pamphlet, “Care of the Dog 
Used in Medical Research,” as a guide for investigators 
The 
importance of animal investigation to man and to animal 
husbandry, the attitude of society toward animal investi- 


who desire basic information on this subject. 


gation and an acknowledgment of the fact that the 
proper care of dogs, if these animals are used for 
research, should constitute part of a research budget are 
important factors in the consideration of research on 
animals. The Surgery Study Section has presented 
in its pamphlet information on such subjects with 
brevity and clarity, using as a guide the standards its 
members believe advisable for institutions and to indi- 
viduals receiving grants through this section and using 
dogs for research. However, the fundamental concepts 
are equally applicable to other centers and individuals 
desirous of developing a program for the care and 
handling of animals for experimental purposes. 

The contributions to mankind and to the animal 
kingdom that have been made through animal studies 
cannot be evaluated. Suffering has been relieved, 
illness has been prevented, rehabilitation has been 
effected and financial security has been strengthened— 
in fact, sometimes made possible of the 
knowledge gained from research on animals. Advances 
in physiology, pharmacology, therapeutics, surgery and 
other fields have followed such research. How many 
families and communities have benefited directly of 
indirectly probably will never be known. At least 4 
hint, however, has been provided by the Surgery Study 
Section in its pamphlet. Such information can be used 





because 





1. Supplement 211, Public Health Reports, 1949. 
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to advantage in the development of improved public 
understanding and relations and when interested groups 
are pressing for municipal ordinances or state laws to 
procure dogs for laboratories. 

The purchase of dogs, their selection for specific 
experiments, their care and handling, including cleans- 
ing, exercise, food, water and quarters, pose problems 
that are worthy of study and must be solved according 
to local institutional facilities and needs. They cannot 
be neglected, however, as adequate standards are neces- 
sary if false scientific conclusions due to poor health 
of research animals are to be avoided. Furthermore, 
proper care will aid in the refutation of charges that 
dogs are treated inhumanely when they are subjected to 
research procedures. Such care also may aid materially 
in developing the sympathy of legislators for procure- 
ment of dogs from public pounds. Of course, it also is 
obvious that there is moral obligation to treat animals 
humanely. The Surgery Study Section points the 
problem with its succinct statement, “An institution 
should give research dogs even better care than is 
received by pet dogs.” 





Current Comment 





TEMPERATURE OVER 106 F. 


DuBois * cites a survey made by him of 1,761 tem- 
perature readings in 357 patients suffering from disease 
characterized by high temperature. Only 4.3 per cent 
of the readings were above 106 F. (41.1 C.). None 
was above 107.8 F. (42 C.) ; 608 readings came between 
104 and 105 F. (40.0 to 40.6 C.). Less than half as 
many iell between 102 and 103 F. (38.9 to 39.4 C.). It 
appears from these observations that the “thermostatic 
level” for the temperature-regulating mechanism was 
set in the neighborhood of 104 or 105 F. It is a well 
known fact that human temperature can rise much 
higher than 106 F. The upper limit, 113 F. (45 C.), 
has occasionally been recorded. Few persons have 
survived at this extreme. The safe upper limit of 
temperature for persons in good condition is closely 
approached by the fever therapists when they deliber- 
ately maintain temperatures of 107.6 F. (42 C.) for 
eight or even ten hours. Hyperthermia has been 
frequently recorded in heat stroke. Temperature above 
106 F. may occur in the moribund state a few hours 
before death. High temperature may be cbserved after 
transfusion as a result of pyrogens. The observations 
made by DuBois indicate that in fever the great majority 
of readings are lower than 106 F., which is safely below 
the danger point. A permissible conclusion is that there 
is a temperature-regulating mechanism that functions 
efficiently at the thermostatic level set by the particular 
stage of the disease. The mechanism is probably located 
in the same centers in the hypothalamus that control 
temperature in health and respond grossly to changes in 





1. DuBois, E. F.: Why Are Fever Temperatures Over 106 F. Rare? 
Thirty First Mellon Lecture, May 27, 1948, Am. J. M. Sc., 217: 361 
(April) 1949. 
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the blood and more delicately to changes in the skin. 
The sharp limitation of temperature at the level of 
about 106 F., DuBois concludes, points toward an 
“emergency regulatory mechanism in fever” that pro- 
tects the body with great efficiency. 


TUBERCULOSIS AND APICAL PUL- 
MONARY SCARS 

Apical scars have been regarded as a suspicious 
sign of tuberculosis, although opinions have differed 
concerning the significance of silicosis in their produc- 
tion. Davson and Susman' differentiated two types, 
one unquestionably tuberculous, because of the presence 
of scarred or caseous tubercles, and a commoner type, 
inadequately indexed as due to the accumulation of 
siliceous dust. While most contained considerable 
amounts of silica, some had little in them. More 
recently it has been contended that apical scars are 
not related etiologically to tuberculous infection.* To 
study this question more carefully, MacMillan® of 
Toronto University studied histologically and chemi- 
cally 40 cases in which autopsies had been performed. 
He discovered 17 scars: one showed definite tubercu- 
losis, one showed nodular silicosis, and serial sections 
in one revealed a small healed tubercle, leaving 14 so 
similar as to be of uniform description. In this type 
the alveolar pattern was intact and was considered the 
result of an organized pneumonia, which is not tubercu- 
lous in most cases. Although the latter study appears 
to indicate the common type of apical scar is non- 
tuberculous, nonsilicotic, organized pneumonia, it would 
appear that the study of a larger and more widely 
distributed series should follow this interesting lead. 


BULLETIN 72 


Last July the United States Department of Com- 
merce published its estimates of personal consumer 
expenditures for 1948 and increased its previously 
published estimates of personal consumer expenditures 
for some major items, particularly medical care, for 
1942 to 1947. The Bureau of Medical Economic 
Research in its recently published Bulletin 72, “1949 
Supplement to Bulletin 66—The Cost and Quantity of 
Medical Care in the United States,” has analyzed the 
statistical procedures used by the Department of Com- 
merce in making this revision of personal consumer 
expenditures for medical care, particularly the expend- 
iture for the services of physicians. The Bureau in 
this bulletin criticized the statistical methods used in 
the downward revisions of the previously published 
estimates of personal consumer expenditures for dental 
care. A copy of Bulletin 72 may be obtained by writ- 
ing to the Bureau of Medical Economic Research, 535 
North Dearborn Street, Chicago 10. 





1. Davson, J., and Susman, W.: Apical Scars and Their Relationship 
to Siliceous Dust Accumulation in Nonsilicotic Lungs, J. Path. & Bact. 
45: 597, 1937. 

2. Medlar, E. M.: Apical Scars: Their Etiological Relationship to 
Tuberculous Infection, Am. Rev. Tuberc. 55: 511, 1947. 

3. MacMillan, H. A.: Apical Pneumonic Scars, Arch. Path. 48: 377, 
1949. 








1158 CURRENT 
GENERAL PRACTITIONER’S AWARD 

At the recent Clinical Session of the American Medi- 
cal Association in Washington, D. C., the House of 
Delegates awarded the gold medal of the Association 
“for exceptional service by a general practitioner” to 
Dr. Andy Hall of Mount Vernon, Ill. His career is the 
prototype of that of thousands of general practitioners in 
rural communities and large cities throughout the 
United States, who devote their lives to the care of 
the sick. Dr. Hall was born on a farm in Southern 
Illinois nearly 85 years ago, and his first years of 
schooling were spent in a one room log school house. 


He attended the Illinois 
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DIAGNOSIS OF ACUTE DISSEMINATED LUPUS 
ERYTHEMATOSUS 


Researchers have reported finding in patients with 
acute disseminated lupus erythematosus polymorpho- 
nuclear leukocytes contaimng basophilic homogenous 
material of probably lymphocytic origin. These cells, 
which have been called Hargraves’ “L.E.” cells, 
appeared in the bone marrow of patients with this 
acute disease and were not found in other forms of 
lupus erythematosus, in dermatomyositis or in other 
leukopenic conditions. On examination the cell looks 
as if it had engulfed lymphocytic material, and the 

appearance suggests phago- 





Business Col- 


Normal and 


lege at Dixon and for a 
while taught school. After 
graduating from North- 


western University Medical 
School, Chicago, in 1890, 
Mt. Vernon, 


where he has practiced 


he located in 


medicine for nearly 60 
Dr. Hall still makes 
house calls and goes to his 
His family has 


year®rs. 


office daily. 
produced many doctors, in- 
cluding his three sons, one 
of whom its a flight surgeon 
in the United States Army. 
He has done postgraduate 
work at various clinics in 
the Midwest 
director of the 


He was for 
four 
Illinois State Department 
of Health. On ig 
public office in 1933, he re- 


years 


leavil 





active in his county medical society, serving as secre- 
tary for 15 years and later as president. He was 
president of the Southern Illinois Medical Society 
and was a councilor of his state medical society for 
19 years. Dr. Hall has served his country in three 
war>rs: 
Philippine Islands. 
of the surgical service at a base hospital on Long Island. 


In World War II he was chairman of the American 


Board of Appeals under the Selective Service Act for 


the 29th District of Illinois. He is active in church 


work, the Knights Templar and veterans’ organizations. 


He still travels with the high school basketball team, 
state champions this year, to its principal games. He 


is generous, skilful and devoted to his patients. At 


the age of 32 he was elected mayor and for eight years 
The 


him its 


was head of the Township High School Board. 
Mt. Vernon Chamber of Commerce voted 


annual civic award for outstanding and distinguished 


community service. 





turned to Mt. Vernon to 

resume the practice of medi- Anpy Hatt, M.D. 
cine, this time in associa- 

tion with two of his sons. He has been vigorously 


In the Spanish American War he served in the 
In World War I he was in charge 


cytosis as a prominent fea- 
ture in the development of 
this cell. Another cell in 
which phagocytosis appears 
to occur is the “tart” cell, 
but it differs from the 
“L.E.” cell in appearance; 
the former reveals lack of 
chromatin structure and has 
a “smoky” appearance; the 
latter shows distinct chrom- 
atin structure in the en- 
gulfed material. Apparently 
the “L.E.” been 
found in greatest numbers 


cell has 





in the severest stages of the 
disease; during remissions 
it is difficult to demonstrate. 
As a result of such observa- 
tions, demonstration of this 
cell 
diagnostic aid by Hasenik 


was suggested as a 


and Sundberg.’ Because 
bone marrow examinations 
pose difficulties in some in- 
stances, another diagnostic 


procedure has been proposed, in which the plasma 


of the ill person is added to cellular bone marrow 
from normal persons.2, Mixing the two materials 


causes the formation of cells indistinguishable from 
those observed in the bone marrow of patients with 
acute lupus erythematosus. This phenomenon was 
observed in a study in which plasma from 14 patients 
with acute disseminated lupus erythematosus was 
shown to induce the clumping of polymorphonuclear 
leukocytes and the formation of the “L.E.” cell in 
bone marrow preparations from 48 healthy patients. 
It was not obtained with plasma from patients with 
chronic discoid lupus erythematosus, cirrhosis, sclero- 
derma or rheumatoid arthritis. Such observations may 
provide a new diagnostic approach to a baffling disease 
and may facilitate, if these studies can be extended, 
the development of new data of importance. 








1. Hasenik, J. R., and Sundberg, R. D.: The Bone Marrow as 3 


Diagnostic Aid in Acute Disseminated Lupus Erythematosus, J. Invest. 
Dermat. 11: 209 (Sept.) 1948. 

2. Hasenik, J. R., and Bortz, D. W.: A New Diagnostic Test for Acute 
Disseminated Lupus Erythematosus, Cleveland Clin. Quart, 26: 158 (July) 
1949. 
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ORGANIZATION SECTION 





PROCEEDINGS OF THE WASHINGTON SESSION 





MINUTES OF THE CLINICAL SESSION OF THE HOUSE OF DELEGATES OF THE 
AMERICAN MEDICAL ASSOCIATION, HELD IN WASHINGTON, D. C.,, 
DECEMBER 6-9, 1949 


HOUSE OF DELEGATES 





First Meeting—Tuesday Morning, December 6 


The House of Delegates convened in the Presidential Ball- 
roon the Hotel Statler, Washington, D. C., and was called 
to or it 10:05 a. m. by the Speaker, Dr. F. F. Borzell. 


Preliminary Report of the Reference Committee 
on Credentials 


Dr. H. B. Everett, Chairman, stated that 162 delegates had 
regist | up to the time of this report and later announced 
that had registered, and the Speaker announced that the 
chai! of the reference committee had reported a quorum 
presi 

Roll Call 

At the request of the Speaker, the Secretary called the roll, 
and t who entered after their names had been called reported 
to | iter. 

Tellers 

TI eaker appointed the following to serve as tellers at 

this n 


CLarReENcE G. BANbDLER, New York, Chairman 
Cart A. Grote, Alabama 

Frep H. Mutter, Illinois 

Roscort H. Reeve, Wyoming 

Joun M. Porter, Kansas 


General Practitioner of the Year 


D: tis H. Bauer, Chairman, Board of Trustees, presented 
the i ing report: 

Tl ird of Trustees presents, in alphabetic order, the 
foll brief biographic sketches of the three general practi- 
tione: hom the Board has selected from among those nomi- 
nated constituent state medical associations for the General 
Practitioner’s Award: 


DR. ANDY HALL, MT. VERNON, ILL. 


Dr. Andy Hall, Mt. Vernon, IIL, was born on a farm in 
Southern Illinois on Jan. 8, 1865. He graduated at North- 
western University Medical School in 1890 and has practiced 


in Mt. Vernon in Southern Illinois—a typical country doctor— 
for nearly 60 years. His family has produced nearly a dozen 
physicians, including his own three sons. 

He has served his country in three wars. In the Spanish- 
American War he was commissioned regimental surgeon with 
the rank of major and served during that war and also during 
the Philippine Insurrection in 1900. In World War I he was 
assigned to duty at the Base Hospital at Camp Upton, New 
York. He was chairman of the Medical Board of Appeals 
under Selective Service for the 29th District of Illinois during 
World War IL , 

For four years—1929 to 1933—he was director of the Illinois 
State Department of Public Health, and his performance in 
that task is still a model for the work of the department. 

; He has held office in the Knights Templar, the United Span- 
Ish American War Veterans, the American Legion and the 
Veterans of Foreign Wars. 

He was elected mayor of Mt. Vernon in 1897, and for eight 

years he headed the Mt. Vernon Township High School Board. 





Dr. Hall served his county medical society as secretary for 
fifteen years and later as its president. He was also president 
of the Southern Illinois Medical Society and was a councilor 
of the Illinois State Medical Society for nineteen years. 

He originated the Fifty Year Club in 1938. In 1946 the Mt. 
Vernon Chamber of Commerce voted him its Distinguished 
Service Award “for outstanding and distinguished community 
service.” Dr. Hall is famed as a public speaker and a dis- 
tinguished citizen of his community. 


DR. LYLE “BUNNY” HARE, SPEARFISH, S. D. 

Dr. Lyle “Bunny” Hare, Spearfish, South Dakota, was born 
in Cedar Rapids, Neb., November 26, 1885. He graduated at 
the University of South Dakota in 1907 and at the University 
of Illinois College of Medicine in 1911. He interned at 
University Hospital, Chicago. He is now completing his 
thirty-eighth year of practice, which has extended into three 
neighboring states. 

Dr. Hare served as a first lieutenant in the Army Medical 
Corps during World War I in the surgical section of a Base 
Hospital in France and has been a post commander of the 
American Legion. During World War II he was a member 
of the Lawrence County Selective Service Board and acted as 
surgeon for 300 cadets at Spearfish Normal School. He has 
been both secretary and president of his local medical society, 
as well as president and vice president of the local chapter of 
the National Foundation for Infantile Paralysis. He served for 
many years as a member and is now president of the South 
Dakota State Public Health Advisory Council. 

Dr. Hare has delivered more than 3,090 babies in the com- 
munity he serves. He has been a distinguished citizen of his 
community since he began practice in 1911, at one time serving 
as mayor of Spearfish, He has contributed a considerable 
amount of his time to the stimulation of the Boy and Girl Scout 
organizations, the Red Cross and the growth and improvement 
of his original alma mater, the Black Hills Teachers’ College, 
which in October 1947 honored him by naming its new stadium 
the “Lyle Hare Field.” 


DR. THOMAS EDWIN RHINE, THORNTON, ARK. 


Dr. Thomas Edwin Rhine, Thornton, Ark., was born on 
April 2, 1876, near Lexington, Miss. He received his Doctor 
of Medicine degree from Memphis Hospital Medical College, 
now the University of Tennessee College of Medicine, in 1899, 
and located in Thornton in the same year. In 1902 he did post- 
graduate study at New Orleans Polyclinic and Tulane Univer- 
sity Medical School. In 1918 he attended the New York 
Polyclinic. 

Soon after beginning practice he helped to organize his local 
medical society and was its representative when the Arkansas 
Medical Society was reorganized in 1903. He served as presi- 
dent of the Ouachita County Medical Society in 1943. 

Dr. Rhine served overseas during World War I as a first 
lieutenant in the Army Medical Corps. 

He was a director of the Bank of Thornton from its organi- 
zation in 1905 until 1932. During many of these years he served 
as president and vice president of the bank. 

He was a member of the board of directors of the Thornton 
schools for 35 years, serving as president during fifteen years of 
that period. He has been active in Parent-Teacher Association 
work and in Masonic activities. 
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He has been a consistent advocate of wild life conservation 
and the organization of game preserves throughout Arkansas 
and has been awarded an honorary life membership in the State 
Fox Hunters’ Association. 

Rhine’s community honored him on 


Rhine’s 


[he townspeople of Dr 
May 17, 1946, with a celebration designated as “Dr. 
Day,” and an American Legion post has been established all 
of the members of which were delivered by Dr. Rhine This is 
Legion annals 


the only post of its kind in 


years of practice, Dr. Rhine 


lay. 


Today, after fifty-one continues 


on call twenty-four hours a « 


TESTIMONTALS 





Testimonials from innumerable civic and governmental 

nizations i 1d outside the home communities ot these 
three distinguished physicians have been presented as part of 
the material submitted by their respective state medical asso- 
ciations \ll three have been typical country general prac- 
titioners for many years and have been recognized for their 
selfless devotion and untiring efforts for the welfare of their 


citizens 


It has been impossible for the Board of Trustees to present in 
this necessarily brief memorandum to the members of the House 
of Delegates the voluminous and impressive material submitted 
by the three state medical associations concerned 

Adoption of Proceedings of Atlantic City Annual Session 


no additions 


Th Speaker announced that since there were 
nor corrections of the Proceedings of the Atlantic City Session 
in June of 1949, these Proceedings stand approved as published. 
General Practitioner of the Year (Continued) 
The tellers spread the ballot and the Speaker announced that 
172 votes had been cast, of which Dr. Hall received 74, Dr 


« ) 
Hare 45 and Dr. Rhine 53, and stated that since no one had 
votes cast another ballot would have 


Hare. 


received a majority of the 
to be taken eliminating the name of Dr 
n spread the ballot and the Speaker announced 
votes and Dr. Rhine 69 and that 
received the General Prac- 


rhe tellers agai 
that Dr. Hall received 104 
Dr. Andy Hall had, theretore, 
titioner's Award for the 

Dr. Louis H. B 
the House of Delegates to 
it which time the medal would be presented to Dr. Hall, 
Practitioner of the Year. 


year. 
wuer, as Chairman, Board of Trustees, invited 
a Social Hour between five and six 





o* low k, r 


the General 


Address of Speaker, Dr. F. F. Borzell 
With the Vice Speaker, Dr. James R. Reuling, in the chair, 
the Speaker presented the following address, which was referred 
to the Reference Committee on Reports of Officers except that 
portion referring to an amendment to the By-laws, which was 
Committee on Amendments to the 


referred to the Reference 


By-laws: 


Constitution and 





LEGISLATION 

I am sure that I voice the prayerful wish of each member of 
the House of Delegates that the time may soon come again 
when we can convene in an atmosphere of peace and tranquility. 
We should be happy if our problems were concerned only with 
the business of advancing the art and science of our profession 
and making better doctors, the better to care for the citizens 
of our country Unfortunately, that wish cannot yet be con- 
summated. Instead we find it necessary to gird our loins still 
tighter, to strengthen our defenses and to continue to battle to 
retain the dignity of our profession. 

You are all well aware of the new development, since we last 
met, in the struggle between those who would socialize our 
country and the organized profession. I, of course, refer to the 
doubtfully legal search by the Federal Bureau of Investigation 
on order of the Department of Justice into the records and files 
of 22 state county medical and the American 
Medical Association. This calls for a note of caution. This 
House must weigh more carefully than ever each pronouncement 
it makes, lest it inadvertently fall afoul of the law. At the 


and societies 


same time, I am sure you will not hesitate to defend as vigor- 
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ously as you can those fundamental principles necessary to 
insure the best service we can render to our people. Your task 
is still a heavy one and your responsibility great. On you rests 
the burden of strengthening the unity of our organization, 

We have gained ground since we last convened and from your 
deliberations at this session will be derived the material and 
spiritual strength necessary to carry forward. The continued 
solidity of our ranks will be reflected in the degree to which yoy 
bring the county and state societies into close harmony with on 
national organization. 

While these introductory remarks appear to be generalizations 
they refer to specific legislation you may be called on to con- 
sider. I should like to reiterate a previous suggestion calling 
for encouragement of attendance by members of the American 
Medical Association at House of Delegates. 
Also, make it known that any member may be heard in refer- 
The Speaker would respectfully request that 


sessions of the 


ence committees. 


no Council meetings be held on Wednesday morning. This 
period will be set aside for reference committee hearings. Fre- 
quently members of reference committees who are also mem- 
bers of the various Councils find themselves in a dilemma 
because of such situations. Furthermore, often the various 
councils are interested in matters coming before reference com- 


mittees, and it is their duty to be heard so that the reference 
committees may have the benefit of their advice and opinion. 
The business of this House will be more efficiently expedited 


if the various problems are thoroughly discussed in committee. 
Occasionally adverse or ill-advised action is taken by the House 
purely because the various aspects and implications of certain 
resolutions have not been adequately presented to the reference 
committee and its recommendations to the House are conse- 


quently immature. Free discussion on the floor of the House 


must be afforded but occasionally such discussion should have 


been heard in committee much to the benefit of the committee 
and the comfort of the House. 
REFERENCE COMMITTEES 
In accordance with the By-Laws the following reference 


committees are appointed: 


SECTIONS AND SECTION WoRK 


William Weston, Chairman, Section on Pediatrics 
Hans H. F. Reese, Section on Nervous and Mental Diseases 
Jean Paul Pratt, Section on Obstetrics and Gynecology 
Paul A. Davis, Section on General Practice 
Gordon F. Harkness, Section on Laryngology, Otology and 
Rhinology 
RULES AND OrpER oF BUSINESS 
James Beebe, Chairman, Delaware 
Jesse D. Hamer, Arizona 
Peter J. DiNatale, New York 
Clifford C. Sherburne, Ohio 
James Stevenson, Oklahoma 


Reports oF Boarp oF TRUSTEES AND SECRETARY 
Creighton Barker, Chairman, Connecticut 
Willis I. Lewis, Illinois 
Thomas A. McGoldrick, New York 
John W. Green, California 
Arthur C. Scott, Jr., Texas 


MeEpIcAL EpucATION 
Grover C. Penberthy, Chairman, Section on Surgery, General 
and Abdominal 
Charles L. Shafer, Pennsylvania 
Henry B. Mulholland, Virginia 
Ralph T. B. Todd, New York 
Charles J. Kickham, Massachusetts 


LEGISLATION AND Pustic RELATIONS 


Howard K. Petry, Chairman, Pennsylvania 
Rufus B. Robins, Arkansas 

Samuel J. McClendon, California 

Cyrus K. Sharp, Georgia 

Clark Bailey, Kentucky 


















nd 


ral 








Vouume 141 THE WASHINGTON SESSION 1161 


NumBer 16 


Hyciene AND Pustic HEALTH 
Stanley H. Osborn, Chairman, Section on Preventive and Indus- 
trial Medicine and Public Health 
W. Palmer Dearing, U. S. Public Health Service 
William A. Coventry, Minnesota 
Robert E. Schleuter, Missouri 
Frank M. Wiseley, Ohio 


\\MENDMENTS TO CONSTITUTION AND By-Laws 


Floyd S. Winslow, Chairman, New York 


Karl S. J. Hohlen, Nebraska 


B. E. Pickett Sr., Texas 


Alfred S. Giordano, Indiana 
H. Russell Brown, South Dakota 


REPORTS OF OFFICERS 


Charles H. Phifer, Chairman, Illinois 
Harold 8. Gardner, Pennsylvania 
Robert B. Homan, Jr., Texas 

Allen H. Bunce, Georgia 

Robertson Ward, California 


CREDENTIALS 
H. B. Everett, Chairman, Tennessee 
Edward P. Flood, New York 
Carl A. Lincke, Ohio 
John F. Conway, New Mexico 
G. Grady Dixon, North Carolina 


INDUSTRIAL HEALTH 


Donald Cass, Chairman, California 
Homer L.. Pearson Jr., Florida 
Willis H. Huron, Michigan 

Walter E. Vest, West Virginia 
Earle M. Chapman, Massachusetts 


EXECUTIVE SESSION 

James P. Wall, Chairman, Mississippi 
David B. Allman, New Jersey 
Stephen R. Monteith, New York 
Deering G. Smith, New Hampshire 
Charles F. Strosnider, North Carolina 

The Speaker respectfully requests authorization for the 
appoint t of the following special reference committees : 


INSURANCE AND MEDICAL SERVICE 

George Klump, Chairman, Pennsylvania 

Wyman D. Barrett, Michigan 

Edward H. McLean, Oregon 

Warde B. Allan, Maryland 

William M. Cockrum, Indiana 

Roland W. Stahr, Nevada 

William B. Rawls, New York 


EMERGENCY MEDICAL SERVICE 
Herbert P. Ramsey, Chairman, District of Columbia 
Hoyt B. Woolley, Idaho 
Leo F. Schiff, New York 
Thomas A. Foster, Maine 
Julian P. Price, South Carolina 

AND AS CONSULTANTS 

George E. Armstrong, U. S. Army 
Joel 4 Boone, U. A Navy 
Edward H. Cushing, Veterans’ Administration 


TELLERS 


Clarence G. Bandler, Chairman, New York 
Carl A. Grote, Alabama 

Fred H. Muller, Illinois 

Roscoe H. Reeve, Wyoming 

John M. Porter, Kansas 


SERGEANTS-AT-ARMS 
Joseph F. Londrigan, Captain, New Jersey 
John J. Curley, Lieutenant, Massachusetts 


John J. Masterson, Lieutenant, New York 


PPROPOSED AMENDMENT TO BY-LAWS 

It is obvious that this House will be called on for a long 
time to consider matters of sickness insurance and medical 
service plans. It would seem, in the opinion of the Speaker, 
that the special Reference Committee on Insurance and Medical 
Service should be made a regular reference committee. By 
doing this, the Speaker may publish the names of the personnel 
with those of the other reference committees. This committee 
then would have an opportunity to consider in advance such 
reports as are published prior to the meeting of the House. If this 
recommendation is favorably acted on, it will require an amend- 
ment to the By-Laws adding this committee to the list of refer- 
ence committees. 

In accordance with the precedent established at the last House 
of Delegates session the Speaker requests authorization for the 
appointment of a Committee on Publicity of House Activities 
and recommends the following delegates for this committee: 


CoMMITTEE ON Pusticity or House ACcrtTIVITIES 
Raymond L. Zech, Chairman, Washington, D. C. 
William Bates, Pennsylvania 
Thomas P. Murdock, Connecticut 

Dr. Walter E. Vest, West Virginia, moved authorization of 
the special committees and included confirmation of the member- 
ship of the reference committees as submitted, and the motion 
was seconded by Dr. George W. Kosmak, New York, and 
carried. 

Presentation and Address of 
Dr. Thomas C. Routley 

The Speaker resumed the chair and presented Dr. Thomas 
C. Routley, Secretary of the Canadian Medical Association, who 
addressed the House as follows: 

I just had to come over here because I knew this meeting 
could not go on if I did not turn up, having been appearing 
before you for nearly thirty years. It is a great joy to be here. 
I feel very much at home with you men and women of medi- 
cine of this great country, and I cannot resist this opportunity 
to say thank you on behalf of 500,000 doctors scattered through- 
out the world in the World Medical Association, whom this 
great body has taken under its wing. 

There is a place for the World Medical Association. It has 
a part to play in world affairs. It would not exist had it not 
been for the able support of the men and women of medicine 
of the United States of America. 

So, on behalf of the men in Nigeria, Ethiopia and far away 
India and Pakistan and scattered around the world, I know if 
they were here they would say, and they do say through me, 
thank you. 

The Speaker stated that for the record and for the informa- 
tion of those who may not know, Dr. Routley is Chairman of 
the Council of the World Medical Association and reminded 
the House that Dr. Louis H. Bauer is Secretary to that Coun- 
cil, with his offices in New York. He urged anyone who had 
not yet signed up as a member of the World Medical Associa- 
tion to do so. 


Address of President Ernest E. Irons 
The Speaker presented Dr. Ernest E. Irons, President of the 
American Medical Association, who delivered the following 
address, which was referred to the Reference Committee on 
Reports of Officers : 


THE EDUCATIONAL CAMPAIGN OF THE AMERICAN MEDICAL 
ASSOCIATION 
Like other physicians I dislike publicity. However, the issues 
are so serious that any personal preference must be subordinated 
to the interests of the medical profession and of the nation. 
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We shall conduct our fight with dignity, but shall not hesitate 
to strike out when occasion dictates. 

Today after more than a year of intensive effort to educate 
the people of this country as to the dangers of nationalized 


medicine and the welfare state, the evidence indicates that good 
progress has been made, but imposes also a solemn warning 
At this very moment in the 
Association and in 


Justice are 


relaxation of effort. 
American Medical 
society offices, agents of the Department of 


against any 


offices of the state and 


county 


seeking evidence that the medical profession is exceeding its 


responsibilities in relation to the provision of medical care for 
the peo] le rl defense of freedom of American medicine 
cannot be assured without incurring the inevitable wounds and 

< ts of confiict 
One year ago this House of Delegates authorized the imple- 
! ition of plans and provided the funds to inform the public 
of the da rs of nationalized medicine and of the threatened 
transformation of our republic into a socialist welfare state. 
Detailed reports of the further progress of this national educa- 
t il ca Li ill be made by the Chairman of the Coordi- 
nating Committee and by Whitaker and Baxter. It seems 
I ite now to refer briefly to the course of this campaign 
to comment some of the changes which the administra- 
n adv tes of nationalized medicine have been forced to make 

r pl 

s this country have been traditionally devoted 
t ractice of nonsectarian and nonpolitical medicine \s 
profession they have hitherto kept clear of political entangle- 
ments. But with this political threat against the conditions and 
y of 1 care of the public, the medical profession has 
no alternative but to engage, irrespe tive of political party, in 
combat with those who either ignorantly or knowingly would 
undermine the foundations of our American freedom. Our 
dut is pati citizens demands that we join with other 


with businessmen, with civic and political leaders, 
f our American way of lite. 

wwly. Much ground work had to be 
The campaign is gather- 


1ign started sk 
lly fe 


laid and plans caretull; 
lready it cz ‘k up certain definite 
Already it can mark up certain definite 


Qur can 
rmulated. 


momentum dally. 


ing 
accomplishments such as the activation of state and county 
programs, but it has reached only a fraction of its projected 
educational power It must be continued until the threat of 


: 
the welfare state and socialism is stamped out completely. 


summer the announcement was made by the 


contrary to the original plan, nationaliza- 


Early in the 
administration that, 
tion of medicine would not be brought up during the current 
And so 


an administration top priority “must” was deferred. The “press 


session of Congress owing to press of other business. 


of other business” was probably as good an excuse as any. 
This fall some administration spokesmen announced that no 
action will be taken to press for nationalization of medicine in 
the present Legislators formerly were, by 
party affiliations, expected to favor nationalization of medicine, 
on their return from observations in England stated that they 
would have none of it. But the administration has not yet 
surrendered its position on socialized medicine. It has merely 
withdrawn temporarily to a rear position and now is reported 
to be sending a bureaucratic mission to Europe at taxpayers’ 
expense to search for new destructive ammunition. We must 
prepare for a renewed assault on medicine and free enterprise. 


congress who 


Many letters have come to me suggesting conferences look- 
ing toward compromise. The doors of the American Medical 
Association are open at all times for conferences; however, we 
cannot compromise on fundamental principles of freedom for 


American medicine and freedom for the American people. 


These principles were set forth in my presidential address and 
I now reaffirm them. 

At the same time political leaders are busy explaining their 
change of front, meeting recriminations of their chiefs for 
taking the positions that their common sense dictated or devising 
measures which would keep a foot in the door for later entry 
of the complete welfare state. 





WASHINGTON 





“pee ] l. A 
SESSION Dec. 17, 19 


No doubt this change in tactics has been dictated in part 
by reports of the performance of the first year of nationalized 
medicine in England. Representatives of the American Medical 
Association, meeting in London in September, confirmed the 
reports already received here of the wasteful and inefficient 
operation of the National Health Service. Factual statements jg 
editorials in the London Times, the Daily Telegraph and the 
Morning Post also reveal the medical chaos which has been 
created by socialism in England through the National Health 
Act. 

In an effort to reduce the annual 200 million prescriptions, 
the Minister of Health reversed his previous position, and 
ordered a charge up to a shilling for each prescription. This 
will yield less than 10 million pounds per year, since several 
categories of patients are excepted. But the socialist press 
condemns this action as a “complete denial of the basic prinei- 
ples of the National Health Service.” These pro- 
moters forget a more important “basic principle” that even if 
a thing is called tree, it ts still necessary for someone to find 
money to pay for it. Other expensive items of medical service 
for eyes and teeth have not beeen reduced. 
eye clinics for children have been broken up. Now the people 
have to wait months for their glasses. The failure of the 
British Socialist government to meet its assumed obligation 
to provide people with lenses is a beautiful example of the 
fiasco which invariably results from a planned national economy. 


socialist 


The once efficient 


These are a few of the items in the confusion, inefficiency and 


expense that medicine has brought 
on the British people as a part of Fabian Socialism. 


exhorbitant natoinalized 


In casting about for some way out, it has now been proposed 
that (quoting the London Times) “the only fundamental remedy 
will be to replace the wasteful system of paying isolated practi- 
tioners by the piece for work done, by a system of ophthalmic 
and dental clinics in which teams of practitioners using appara- 
tus and bulk can be trusted to work 
efficiently without elaborate external checks.” And this is the 
system in which the Minister of Health first promised that 


materials obtained in 


the freedom of physicians would not be impaired. A little 
later under this same socialist “freedom” they were told where 
they must go. Such promises as these our own administration 


would have us believe, when they say “the only change will be 
in the method of payment.” The personal interest of the phy- 
sician in the well-being of his patient is impossible with assem- 
bly line medicine. 

THE WELFARE STATE 

Superficially the welfare state or statism, in which more and 
more is done for the citizen in the name of doing good and 
promoting happiness appeals to many. It appeals to the politician 
Who sees here a marvelous opportunity to secure votes by 
promises, as to the fulfilment of which the voter does not stop 
to inquire. This political program is based on the erroneous 
proposition that you can fool most of the people most of 
the time. 

Nationalized medicine and the welfare state appeal to many 
well intentioned people, including some physicians who either 
have failed to recognize the governmental results of socialism 
or, recognizing the ultimate outcome, conceal this knowledge 
for ulterior purposes. Among these physicians are those who 
have no persona! experience in the independent general practice 
of medicine and, enamored of the false beauties of the welfare 
state, are deceived as to the inevitable outcome should their 
efforts be successful. They give lip service to freedom in medi- 
cine; they dislike reference to free enterprise. 

Under cover o ‘he welfare state, this nation is being led 
down the road to socialism with all its blighting effects om 
individual incentive and personal responsibility. Compulsion is 
being substituted for liberty. The enormity of the crime of 
dragging down our Nation witl our great natural resources, 
and our citizens imbued with the pioneer spirit, to the level 
of bankrupt nations without natural resources is inconceivable 
to our citizens. It is beyond their belief. And yet that is what 
is being done insidiously by deficit spending and by waste 
subsidies under the aegis of economic planning, slowly, craftily, 
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step by step. Our governmental officials have called in a group 
of advisers who would transform our Republic to a socialist 
state. The process has already progressed further than most 
of us think. 

Nationalization of medicine is an early step but only one of 
the steps by which its proponents are attempting to convert the 
democracy of our Republic into a socialist state. Of course 
the administration advocates of nationalized medicine are thrown 
into spasms of disclaimers when anyone dares to identify com- 
pulsory health insurance with socialism. Always in the past 
the planners of socialism have likewise avoided the word social- 
ism. Ever since the inevitable failures of Marxism have been 
evident, socialism has been an unfavorable word and openly 
used only when nations have gone so far down the collectivist 
road of compulsion that there was no turning back. English 
socialists adopted the title of Fabians. While they were trying 
to make “socialism respectable” they were undermining British 


libert In America the title of “economic and social planners” 
has been chosen for the same purpose. Even the present social- 
ist government of England masqueraded under a labor govern- 
ment title until they had been able to hamstring the liberal 
part Now what used to be the labor party is engulfed in the 
socialist tide, and labor unions respond to the socialist whip. 


THE COMING MONTHS 


In this crisis we cannot delegate our individual responsibilities 
to « rs than ourselves. Together we have made a good 
start. but the decisive battle still lies ahead. Throughout the 
stat any physicians have labored long and effectively. It 
is t to whom credit for our progress is due. Yet the 
majority of physicians, while convinced of the necessity for 
acti are still following their accustomed course of caring 
for their patients, apparently paying little attention to the social 
and nomic dangers which threaten them and their country. 
Many have as yet done little but quietly approve what others 
are doing 

( educational campaign has been extended and actively 
cari on in the states. In some states close relations have 
bec: tablished between state organizations and the press, 
wl freedom is likewise constantly threatened. The real 
str of American medicine lies in the personal patient- 
phy n relation. It is this close relationship which the advo- 
cate eovernment medicine and socialism are trying to destroy. 
We t carry this campaign of education to the average citizen, 
wh to now has been pretty thoroughly misied as to the 
effc f nationalized medicine on his own welfare. We must 
stop talking to each other and talk personally to each citizen. 
There is no profit in converting our own converts. 

Every worker must be made aware of this present threat 
to his ireedom. His doctor can do this better than anyone else. 
Time is required to unmask the false promises of certain poli- 
ticians who, for their own aggrandizement, ignorantly have 
adopted the program of the enemies of our Republic. Not only 
you as members of the House of Delegates, but also every phy- 
sician must enter the fight for preservation and continuing 


improvement of medical care of the people. Even more impor- 
tant is the preservation of American freedom and free enter- 
prise now assailed by a ruinous socialism, which has failed and 
is now failing before our eyes in Europe. 

The medical profession must make every effort in coopera- 
tion with other agencies to provide adequate voluntary medical 
care and protection against catastrophic illness as provided in 
our Twelve Point Program. Preventive medicine and provisions 
for the care of the aged especially must be emphasized. Above 
all we must seek and secure full active cooperation of all mem- 
bers of the medical profession and unite our efforts with those 
of lawyers, businessmen, farmers, manufacturers and other 
groups who now recognize the threat of the socialist welfare 
state. By this combined effort we shall roll back the socialist 
flood that menaces our American freedom. 


Presentation of President-Elect 
Elmer L. Henderson 
The Speaker presented to the House Dr. Elmer L. Hender- 
son, President-Elect of the American Medical Association. 
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REPORTS OF OFFICERS 


—-— 


REPORT OF THE SECRETARY 


Dr. George F. Lull, Secretary, presented his report as printed 
in the Handbook, which was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary, with 
the exception of the portion referring to a change in the 
By-Laws, which was referred to the Reference Committee on 
Amendments to the Constitution and By-Laws. 


REPORT OF BOARD OF TRUSTEES 


Dr. Louis H. Bauer, Chairman, presented the report of the 
Board of Trustees as it appears in the Handbook, which was 
referred to the Reference Committee on Reports of Board of 
Trustees and Secretary, with the exception of the following: 
the report of the Washington office and the report of the 
Assistant to the General Manager were referred to the Refer- 
ence Committee on Legislation and Public Relations, and the 
report of the Council on Industrial Health was referred to 
the Reference Committee on Industrial Health. 


SUPPLEMENTARY REPORT OF BOARD 
OF TRUSTEES 


Dr. Louis H. Bauer, Chairman, presented the following sup- 
plementary report of the Board of Trustees and the Speaker 
referred the proposed amendment to the By-laws to the Refer- 
ence Committee on Amendments to the Constitution and By-laws, 
the portion dealing with S. 1453 to the Reference Committee on 
Medical Education and later to the Reference Committee A 
Legislation and Public Relations, and the balance of the report 
to the Reference Committee on Reports of Board of Trustees 
and Secretary: 

The following items were acted on too late to include in the 
regular report of the Board and are herewith submitted in the 
form of this supplementary report. 


Proposed Amendment to By-Laws 

Amendment to the By-Laws, Division One, Chapter IT, page 9. 
Tenure and Obligations of Membership. Dues. Section 1. 
When the Secretary is officially informed that a member is not 
in good standing in his component society he shall remove 
the name of said member from the membership roll. A member 
shall hold his membership through the constituent association 
in the jurisdiction of which he practices. Should he remove his 
practice to another jurisdiction, he shall apply for membership 
through the constituent association in the jurisdiction to which 
he has moved his practice. Unless he has transferred his mem- 
bership within six months after such change of practice, the 
Secretary shall remove his name from the roster of members. 

Section 2. Annual dues, not to exceed $25, may be pre- 
scribed for the ensuing calendar year in an amount recommended 
by the Board of Trustees and approved by the House of Dele- 
gates. Each active member shall pay said annual dues to his 
constituent association for transmittal to the Secretary of the 
American Medical Association. 

An active member who is delinquent in the payment of such 
dues for one year shall forfeit his active membership if he fails 
to pay the delinquent dues within thirty days after notice of his 
delinquency has been mailed by the Secretary to his last known 
address. 

This was the recommendation of a special committee appointed 
by the House it be given to all state society secretaries to be 
utilized as the state societies see fit. 


S. 1453 


The following statement has been prepared jointly by the 
Council on Medical Education and Hospitals and the Board of 
Trustees. It is recommended that if this statement is approved 
by the House that it be given to all state society secretaries 
to be utilized as the state societies see fit. 

The twelfth point of the American Medical Association's pro- 
gram for the advancement of medicine and public health sup- 
ports financial aid to medical education “with funds free from 
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political control and regulation of the medical and allied pro- 


fessional schools.” This point was elaborated by the Board of 
[rustees after consultation with the American Medical Asso- 
ciation’s Council on Medical Education and Hospitals as 
follows 
Sor t al scl ire finding it difficult to secure sufficient funds to 
n their standards of training rhe American Medical Association 
“ t il schools receive the support they require trom 
1 public funds Unless and until such support 
} i he ¢ ‘ ‘ some medical schools t rccept financial 
‘ ve Such aid, however, must carry with it 
! itical control and regulation 
i 1 independe t! t 1 is s if 1s 
etcrn wi sci $ i 
! t e stat r} un be sat t 
t , | } 
‘ it fourths of the stat th gh t medical 
« c wall il pro 
var tt its graduates 
x ms i¢ ica ensure 
‘ ' St t of medical education from pul 
t ng i ! i ft rv e 
t i sel total | get 
- $ eady increasing enrolments as rapidly as 
t fa ve large finar 
t s es ients t 1 
b } } 
‘ ‘ si < ‘ u 
tor t tion ¢ funds sl 1 be simple in princip! 
I y rity of the officials 
s e lu 1 to ar idit to determine tl 
t ge ] es tor whic they wer 
d 
t z v is ent 
their students 1 sh t I 1 
I t favorable report by the Senate Committee on 
Labor and Public Welfare of an amended version of S. 1453, 
e Council on Medical Education and Hospitals submitted the 
following statement to the Board of Trustees: 
On A 49, Senator Pepper on behalf of the Committee on Labor 
| \\ e1 rted ta bly to the Senate an amended version 
$1453, the bill which he had introduced in March 1949 to provide 
al educatior I amended bill was prepared follow- 
e Sul 1 ealtl t ll bills concernec 
leé tior nd f ing a two day conference 
wit i ¢ t Subcommittee in which representatives of 


At \I A tion and t me 1 schools participated. 


I I t vers carries the unanimous endorsement of the 
Senate ( mittee on I r and Public Weltare. 

I ts pr nt form represents in general a distinct improvement 

measures. Th llowing changes have been made 

! t f varying degrees to the requests made by 

Amer n Medical Association representatives at the hearings and the 


1. TI ments to the medical schools have been changed from $300 
ach t « ed up to a school’s average past enrolment and 

nt enrolled in excess of a school’s average past 

$ $ spectively, and a limitation of 30 per cent 


} 


nt has b 


en set for the number of students for 








which the ‘ r rate of $1,000 will be paid. 
I | that the federal gov it may make to any 
l ! f 1 50 per cent of school’s budget to 40 
per cent 
3. The 4 n for federal scholarships for medical students has been 
rewritte that no ships will be provided so long as the medical 
schools ble to fill their enrolments with students who do not need 
t< ral sx ship ard 
4. The constitution and powers of the National Council on Education 
f Health Profs ns have been improved so as to provide a more effec- 


tive check on the Surgeon General's powers in administering the act. 
effective only for a five year period at 


have to determine whether to 


visions of the act are 
which time the Congress will 
in what form 


>. Lhe pr 
the end 
ontinue such aid and if so, 
improvements the bill contains several provisions which are 
varying degrees: 


De pite these 
} ; } 
objectionabie to 


The $1,000 payable for each additional medical student will be paid 
to new medical schools for all students. This provision unduly and 
unfairly favors new schools over established schools in the matter of federal 
rid Our representatives had recommended that the same limitation on 
the number of students for whom the higher payment of $1,000 would be 


30 per cent of the enrolment, be applied to new schools as 
} 


noois. 


made, namely 
well as to old x 

The bill provides $5,000,000 annually for grants for construction 
to assist in the establishment of new schools in the health professions and 
in the improvement and expansion of existing facilities, these grants to be 
General in the order of the estimated importance 
received. Our representatives felt that no grants for 
made until the needs of all the medical schools had 
been surveyed and a balance long range program developed. They also 
felt that vesting in the Surgeon General full authority to award such 
grants opened the door for political pressure and interference. This last 
objection has been partially met by providing that the Surgeon General 
should obtain the advice and recommendations of the National Council on 
Education for Health Professions before awarding such grants but there is 
nothing in the bill that would prevent him from disregarding the advice 
and recommendations of the Council. 

Mention should be made of the fact that the bill gives the National 
Council on Education for Health Professions rather sweeping authority to 
investigate the medical schools and to determine their capacity to maintain 
and expand student enrolments, to establish a uniform method of calcu- 
lating costs of instruction and to determine the extent to which equal 
opportunity to gain an education in the health professions is afforded all 
properly qualified students. 


made by the Surgeon 
of the requests 


construction should be 
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We recognize that the National Council must be in a position to obtain 
information necessary for carrying out the purposes of the Act. How the 
National Council can be given proper authority without being put in 
position where it can interfere with the administrative policies of the 
medical schools presents a delemma, the solution to which is not readily 
apparent. 

Since S. 1453 has now passed the Senate and since it 
appears doubtful that further changes will be made by the 
House in the companion bill, H. R. 5940, the Board of Trustees 
feels it must oppose this bill. 

The criticisms offered by the Council on Medical Education 
and Hospitals clearly indicate that this bill is not satisfactory 
and that it is potentially dangerous to the continued academic 
freedom of the Even though the bill pro- 
vides for federal aid for only five years, if enacted, it will be 


medical schools. 
difficult after such a period to change the relationship of the 
federal government to the medical schools except to permit 
further government control. 

The comment of the Council on the opportunity for the exer- 
cise of political pressure and interference with respect to grants 
for construction is particularly well taken. If political pres- 
sure and interference are possible in one phase of a school’s 
activities, they can without great difficulty be brought to bear 
on other phases. 

Too much potential authority to interfere with the internal 
administration of the medical schools is granted to the National 
Council on Education for Health Professions. As stated in 
the Twelve Point Program of the American Medical Associa- 
tion, to protect the freedom of the individual schools, “The 
responsibility and authority of the officials administering the 
program should be limited to an audit to determine that the 
funds are employed for the general purposes for which they 
were granted.” Any program of grants in aid to medical 
education has far reaching implications with respect to the 
freedom of the medical schools. No program should be embarked 
on until protection of this freedom is absolutely guaranteed. 
The Board of Trustees feels, therefore, that since this bill does 
not guarantee such freedom, and, since the bill contains other 
undesirable features, as pointed out by the Council, it must urge 
opposition to the enactment of this bill. 






Resolution on Free Choice of Physicians for 
Federal Employees 

The resolution on free choice of physicians for federal 
employees, which was introduced into the House of Delegates 
by Dr. J. Stanley Kenney of New York at the Atlantic City 
Session and which was referred to the Board of Trustees, was 
turned over to the Council on Industrial Health. The Council, 
in turn, referred the resolution to its consultant on workmen’s 
compensation affairs for consideration by him and the Work- 
men’s Compensation Committee. The death of the consultant, 
Dr. C. O. Sappington, on November 6, will defer temporarily 
the completion of current correspondence and the submission 
of specific recommendations by the Council. 


Resolution on Study of Operating Room Deaths 


The resolution on study of operating room deaths, which was 
introduced into the House of Delegates by the delegate of the 
Section on Anesthesiology at the Atlantic City Session and 
which was referred to the Board of Trustees, was transmitted 
to the Council on Pharmacy and Chemistry. That Council gave 
consideration to the resolution at its meeting last month, as well 
as to a letter from the Secretary of the Section on Anesthesiology 
in which he explained that the section would like $500 to obtain 
information on operating room deaths. 

The Council on Pharmacy and Chemistry believes that the 
gathering of useful information on operating room deaths would 
be a worth while venture and that, if satisfactory data could be 
obtained, $500 would be a small expenditure for a project of 
this type; however, the Council points out that some investiga 
tions on operating room deaths are being undertaken—one by 
the Army in ten selected centers. The information is to be 
forwarded to a member of the Council, which feels that it would 
be well to await the outcome of these studies before undertaking 
additional studies. 
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Report of Committee on Hospitals and the Practice 
of Medicine 

The Board desires to change the report as it appears in the 
Handbook on page 38, third paragraph, and requests that 
the word “reconsider” be substituted for the word “rescind.” The 
Board therefore requests the House of Delegates to reconsider 
at the earliest possible moment the report mentioned with a 
view to removing those portions of the report which may be 
interpreted as being in conflict with any law. The Board 
further recommends that a committee be appointed to approach 
the American Hospital Association and the American College 
of Hospital Administrators with a view to arriving at some 
satisfactory solution of this problem. 


Ethics 


The attention of the House is called to the fact that some 
state associations have set up special machinery for taking dis- 
ciplinary action on their members for overcharging and for 
other violations of the Principles of Medical Ethics. The Board 
recommends that all of the states whose societies have not done 
this study the situation with a view to establishing some form 
of grievance committee to control such matters. 


Inter-Association Committee on Health 

In accordance with actions taken by the House of Delegates 
in Atlantic City in June recommending that a conference of 
interested parties be held to consider current problems of medi- 
cal care, a joint committee was established composed of three 
members each of the American Medical Association, the Ameri- 
can Dental Association, the American Hospital Association, the 
\merican Nurses’ Association, the American Public Hea!th 
Association and the American Public Welfare Association. (See 
Principles of Organization following this Supplementary Report 
of the Board of Trustees.) 


Member of Council on National Emergency 
Medical Service 
The Board desires to announce it has appointed Dr. Herbert 
Wright a member of the Council on National Emergency Medi- 
cal Service to fill the vacancy caused by the expiration of the 
term of Dr. Winchell McK. Craig. Dr. Wright received the 
unanimous recommendation of the Council for this appointment. 


Retirement of Dr. Morris Fishbein 

The Board of Trustees announces that Dr. Morris Fishbein, 
by mutual agreement, was retired as Editor of THe JoURNAL 
oF THE AMERICAN Mepicat Association on Dec. 1, 1949. The 
Board has made arrangements for adequate lifetime remunera- 
tion for Dr. Fishbein. 

Dr. Fishbein has given thirty-seven years of devoted service 
to the American Medical Association. He has been the worthy 
successor to Dr. George H. Simmons, who laid the foundation 
for the present high standing of THe JourNAL oF THE AMERI- 
CAN MepicaL AssociIATION. The fact that THe JourNAL is 
now the outstanding medical publication in the world is due to 
Dr. Fishbein’s editorial genius, which has been exerted over 
the past twenty-five years. The American Medical Association 
and the entire medical profession owe him a debt of gratitude. 


Appointment of Dr. Austin E. Smith as Editor 


The Board announces that Dr. Austin E. Smith has been 
appomted as Editor to take the place of Dr. Fishbein. 


Change of Name of Hygeia 


The Board announces that the name of the magazine “Hygeia” 
has been changed to Today’s Health. This change was made 
after a careful study and opinions were received from various 
individuals who were interested in the magazine, and it was 
thought to be in the best interest of all concerned to make this 
change. 

World Medical Association 


The World Medical Association held its last General 
Assembly in London during the month of October. It was 
attended by delegates and representatives of the American Medi- 
tal Association. We feel that this association has got its feet 
on the ground now and is making definite progress. One of 
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the most significant things about the meeting is that all feelings 
of suspicion or distrust of other nations, which might have been 
evident at the first meeting, have entirely been dissipated. I 
think it has made great strides in perfecting better international 
relations among the medical profession of the world, and that 
is the beginning toward better international relations outside 
the medical profession. 

We now have forty-two nations which are members of the 
World Medical Association. The next meeting of the associa- 
tion will be held in New York next fall, and we hope that it 
will be the best meeting yet. 

At the recent meeting the International Code of Ethics was 
adopted. You may recall this code was submitted to you for 
approval at Atlantic City, and you approved it. This code was 
adopted with only a minor change which did not affect it in any 
Way as to its intent or its principles. 

That has received considerable notice throughout the world. 
It is based on the Declaration of Geneva, which you also 
approved and which is a modern version of the Hippocratic 
Oath. I may say that the United States Committee of the 
World Medical Association is having an exhibit which is near 
the entrance to the Exhibit Hall, and there will be on display 
a painting of the Declaration of Geneva by the artist Schick 
It had to be insured by the owners for $28,000, which indicates 
its value. 

We are anxious to have at least 5,000 members of the Ameri- 
can Medical Association as members of the United States Com- 
mittee, so that the aims and ideals of this Association can 
really be carried out. All the general officers and a majority 
of the House of Delegates belong, but I believe there are some 
25 per cent of you who do not, and I hope you will join while 
you are here in Washington at this meeting. You will have an 
opportunity to do so at the exhibit. 

The United States Committee has guaranteed to underwrite 
the expenses of the secretariat, certain expenses of the Council 
and the publication of the Bulletin for a period of years. If 
we had not done that, the organization could not have gotten off 
to a good start. As you know, most of these countries have 
little money, and, if they have money, they cannot get it out 
of the country. The World Medical Association would have 
been nothing more than a correspondence club unless we had 
taken over and volunteered to support it fimancially. The results 
which have been obtained so far have more than justified what 
has been put into it. 


Principles of Organization of the Inter-Association 
Committee on Health 
(As approved at the meeting on Nov. 12, 1949) 

1. Name: The name of this organization shall be “The Inter- 
Association Committee on Health.” 

2. Objectives: The objectives of the committee shall be to 
study and discuss various phases of health care in the interest 
of improving the health of the nation. It shall serve as a 
means for the exchange of information on the programs and 
interests of the participating organizations to the end that, so 
far as possible, a common understanding may be reached toward 
the solution of health problems of mutual interest encountered 
in these programs. The committee shall perform such functions 
and carry on such activities contributing to the major objectives 
as may be satisfactory to the appointing organizations. 

3. Membership: (a) The appointing organizations shall con- 
sist of the American Dental Association, the American Hospital 
Association, the American Medical Association, the American 
Nurses’ Association, the American Public Health Association 
and the American Public Welfare Association ; (b) The appointed 
membership shall consist of three members from each of the 
six organizations. These members shall be officers of the con- 
stituent organizations or members who carry important policy- 
making responsibilities, and (c) staff members of constituent 
organizations may attend as nonvoting participants. 

4. Terms of Appointment: Appointees shall serve at the dis- 
cretion of the appointing organizations. 

5. Voting Privileges and Quorum: Only appointed members 
present shall have a vote, except that in the absence of an 
appointed member a designate of the appointing group shall 
have the power to vote. A quorum shali consist of ten voting 
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members, provided all of the appointing organizations shall be 


represented 

6. Officers: The appointing organizations in alphabetic order 
shall designate a chairman for each succeeding meeting. The 
organization which each chairman represents shall be respon- 


sible for the minutes of that meeting, for 


the next meeting and for preparing with the chairman of the 
next meeting the agenda of that meeting 
7. Finat ge: The expenses of representatives shall be a 


responsibility of the respective appointing organizations. 


Expenses connection with the meeting shall be the responsi- 
bility of tl organization in charge of the meeting. Other 
i ile nses shall be divided equally among the six 
S. Kelat » of Committee to Appointing Organizations: 
‘ ee 1 originate actions for consideration by, or 
may receive actions for consideration from, the appointing 
s Actions of the committee are advisory to, and 
not mandatory on, the appointing organizations The recom- 
mendations of the committee, when approved in principle by all 
ou utions, may be published. The failure of an 
ippo n ition to approve or disapprove a committee 
re men vithin four months, unless an organization has 
! st sp c extension of time, shall be accepted as 
Va { 
S 1 ite ré nimously approved by the « mittee 
il tor publication and which are not im con 
] ted policies of the participating organizations 
ec re ( i ec co ttee to the public through pro- 
er mediun 
Arne ents: These rules may be amended without pre- 
vious notice by unanimous vote, or by a two-thirds vote, if the 
ent has been presented to the membership of the com- 
mittee at least two weeks in advance of the meeting at which 
the \V { t l 
These 1 or amendments shall become effective when 
ved by t committee and appointing organizations 
1W. Exce herwise provided in these rules, the delibera- 
tions of all meetings of the committee shall be governed by 


Robert’s Rules of Order, Revised 
$s ; 


Report of Coordinating Committee 
Dr. Elmer | 
mittee, National | 


ciation, presented the 


Henderson, Chairman of the Coordinating Com- 
Medical Asso- 


referred to 


lucation Campaign, American 


following report, which was 





the Reference Committee on Legislation and Public Relations: 
Alr. Speake 1 Members of the House: 

A year a when it became clearly apparent that war had 
been declared on American medicine by President Truman and 


t 
leaders of his administration, this House of Delegates picked 
up the gage We still hold it, and we're proud of it! 


No other profession in the history of this country has been 


ot battle. 


brought under such violent attack by those ambitious for politi- 
cal power over it, and no other profession could have given a 
better account of itself in a battle for survival. 

As Chairman of the Coordinating Committee, named to direct 
the National Education Campaign of the American Medical 
Association on this issue, I am happy to report to you today 
that We are 
conducting a hard-hitting, affirmative campaign, and tens of 
over America have enlisted for the 


American medicine no longer is on the defensive. 
thousands of doctors all 
duration. 

American medicine, during 1949, has become a well-organized, 
powerful fighting force for freedom. 

We have met our enemies in open contest before the American 
people, and our enemies have given ground. 

At the 1949 session of Congress, even with the White House 
serving as a sounding board for the socializers, and with the 
Federal Security Administration applying political pressure with 
every facility at its command, the fight for compulsory health 
insurance was abandoned in midsession. That was not a hap- 
penstance, nor was it because of lack of time, as indicated by 
administration leaders when they announced that consideration 
of the bills would be postponed. That temporary retreat was 
forced on the advocates of socialized medicine by aroused 
American citizens, who made their voices heard in Washington 
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and throughout the land. The medical profession, through its 
National Education Campaign, was able to reach the people in 
time, and the storm of public protest which followed forced 
our opponents to sidetrack their plans for a drive to stampede 
Congress on this issue. 

We have come a long way in a short time. 

American medicine is stronger today than at any other time 
in its history, bulwarked by the staunch support of hundreds of 
other organizations and millions of citizens. Dissension and 
bickering in the profession have almost disappeared; we have 
achieved unity of purpose; we have become a powerful, militant 
force in defense of sound medical practice and in defense of the 
fundamental freedoms which are the life stream of our country, 

We have won a new measure of public confidence and public 
esteem, because we have fought for our convictions and because 


we have been forthright and vigorous in presenting our case 
to the people. We have stood up under our baptism of fire— 
under misrepresentation and violent vilification, under political 
pressure and threat-of reprisals—and we have gained in strength 
as the people heard the facts and made their own appraisal of 
the justness of our cause. 

But we would be foolish, indeed, if we assumed that the final 
victory had been won. 

Medicine's critics, at the moment, are falling back, fighting a 
delaying action, waiting for public vigilance to relax and hoping 
that American doctors will tire of the battle and let tl guard 
down. That we must not do. 

Che Battle of Armageddon, the decisive struggle which may 
determine not only medicine's fate, but whether state socialism 
is to enguli all America, is still ahead of us. That fight may 
be lost or won in next year’s Congress or in the 1950 Con- 
gressional elections. 

President Truman and Federal Security Administrator Oscar 
Ewing have announced they intend to carry this issue into the 
congressional campaigns next year. 

Let’s not be hesitant about accepting that challenge. We have 
forced our opponents to drop their plans for a ereig in 
Congress and to submit their case to the people. Now let's 
meet them in the grass roots and let the people decide, by their 


ballots, whether they want socialized medicine in America. 

Che American Medical Association cannot support or oppose 
candidates for public office. That is not the province of the 
American Medical Association, or of state and county medical 
societies. But every doctor, in his own community, if he believes 
in sound medical practice, and if he believes in maintaining 
American freedom, not only has the right to support candidates 
who square with his convictions but he has a sacred obligation 
to do so. 

We have many fine, staunch supporters in both houses of 
Congress and in both parties. If they are willing to stand up 
and be counted on this issue, then doctors, in their home dis- 
tricts, ought to be equally willing to stand up for them when 
the chips are down. And we shall need every doctor on the 
firing line. 

The strategy of our American Medical Association campaign 
and the conduct of that campaign have been sound and success- 
ful, in the opinion of our Committee, and even the tactics of 
our enemies are grudging admission of the headway we are 
making. 

We are proud of the job Whitaker and Baxter has done in 
the direction and conduct of the National Campaign, and we 
want to express our appreciation of their energetic, tireless 
devotion to our cause. They have been an inspiration to all 
of us who have come in contact with them, and I think we 
are fortunate to have such capable professional leadership m 
our campaign headquarters. 

Above all else, our Committee is proud of the crusading doc- 
tors of America who have carried the brunt of the battle and 
who have awakened the people of their communities to the 
seriousness of this issue. 

The tide of battle actually turned when American doctors, 
to the astonishment of their critics, refused to turn away from 
controversy and, instead, embraced it as a means of getting the 
facts before the people. We are going forward. We are on 
the offensive now, and we must maintain our offensive until 
the battle is won. 
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American medicine’s fight will not be completely won until 
we have mobilized overwhelming support from the American 
public and until we have provided the vast majority of the 
people with voluntary health insurance to meet their needs. 
We have made tremendous strides toward both goals. 

More than 61,000,000 persons now are enrolled in the hun- 
dreds of competing voluntary health insurance systems through- 
out the nation. But we must help to improve and extend the 
benefits under these systems, as well as expand their member- 
ships. That is one of our primary goals during the new year. 

Let’s reach our objectives in 1950. Let us face our battle of 
Armageddon, proud to carry the banner for American medi- 
cine and our American way of life. 

(A printed copy of the 1949 Campaign Report accompanied 
this I ort.) 





REPORT OF JUDICIAL COUNCIL 


Dr. E. R. Cunniffe, Chairman, presented the following report, 
which was referred to the Reference Committee on Reports of 
Oth 
To the Members of the House of Delegates of the American 

Medical Association: 


D : the past year the work of the Judicial Council has 
been divided between the usual matters that are presented in 
acco! e with its duties as outlined in the By-Laws and the 
study of the revision of the Principles of Medical Ethics which 
was rned to it at the annual session in San Francisco in 
194 

Five meetings have been held since the Interim Session in 
St. I s, two in Chicago, January 28 and April 8; the usual 
mec held during the annual meeting of the House of Dele- 
gates Atlantic City in June, and on Dec. 4 and 5, 1949, in 
con m with this session. 

T! utine matters coming before the Council were disposed 
of in the main without difficulty. These consisted of many 
letter sking for information concerning the application of 
different principles to certain acts either committed or contem- 
plate They were answered, giving the decision of the entire 
Cour The nominations and recommendations of candidates 
for Afnliate Fellowship were considered and decided. Also all 
candidates for Fellowship whose applications were questioned 
as to their eligibility were examined and the proper disposition 
made. 

The most important work of the Council during the first four 


meetings was a further study and preparation of the revised 
Principles of Medical Ethics. In accordance with the mandate 
of the House of Delegates at San Francisco the draft of the 
revised Principles constitutes a part of this report although not 
included herewith, They were presented at the Atlantic City 
Session and accepted with the change of but one word. Since 
they have been published in the Proceedings of the House of 
Delegates and in THE JouRNAL oF THE AMERICAN MEDICAL 
ASSOCIATION, it was not felt necessary to restate them in this 
report. However, it would not be amiss to ask the editors of 
the constituent association journals to print these Principles in 
order to give a wider and more rapid distribution to the mem- 
bers ot the Association. The Principles have now been printed 
in pamphlet form and can be secured on request from the head- 
quarters of the American Medical Association. 

At tl e meeting on December 4 there were some additional 
questions regarding the application of the Principles of Medical 
Ethics to specific cases, together with some complaints of 
alleged unethical publicity of certain large organizations. These 
are under discussion before the Council and will be decided at 
a subsequent meeting. 

There are no appeals pending before the Council. 

The Council was shocked recently by the news of the death 
of Dr. Lloyd Noland, a former member of this Council, from 
which Dr. Noland resigned in 1948. On his retirement the 
Council published the following tribute : 


Dr. Noland became a member of the Council in 1935, serving a two 
year term through 1937. He was again appointed in 1943 and has remained 
a member since that date. During the years of his membership he attended 
all meetings bu one. His experience, sound judgment and deep under- 
Standing of the principles which underline the conduct of a professional 
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man made him one whose opinions were always received with careful 
consideration. His behavior in all instances was a worthy model for the 
younger men of the profession. He had the happy faculty of liking 
people and never failed to give generous evidence of his sincere regard 


for them. During the years of his service, his valuable contribution to 
the work of the Council has made an indelible impression on its members. 
The Council regrets his decision to retire but hopes and belicves that he 
will soon be returned to health and once more be found active among 
his friends in the profession. 

At this time the Council desires to express again its great 
regard and admiration for Dr. Noland and appreciates deeply 
the great work which he has done in the interests of the 
medical profession. The members all feel great personal loss 
in his passing. 

Respectfully submitted, 

Edward R. Cunniffe, Chairman 
Louis A. Buie 

Walter F. Donaldson 

H. L. Pearson Jr. 

Thomas P. Murdock 


REPORT AND SUPPLEMENTARY REPORT OF 
COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 


Dr. Herman G. Weiskotten, Chairman, presented the report 
of the Council as printed in the Handbook and the following 
Supplementary Report of the Council on Medical Education and 
Hospitals, which were referred to the Reference Committee on 
Medical Education: 

The annual report of the Council on Medical Education and 
Hospitals appears on pages 128-145 of the Handbook. In addi- 
tion, I should like to present the following supplementary 
report: 

For the past year the Council has given study to a revision 
of its essentials for certain technical schools. These revisions 
are now complete and at this time we ask the House of Dele- 
gates to ratify the revised essentials for an: 

Acceptable School of Occupational Therapy 

Acceptable School of Physical Therapy 

Acceptable School for Medical Technologists 

Acceptable School for Medical Record Librarians 

Copies of these revised essentials were distributed to the mem- 
bers of the House when they registered and are appended to 
this report. 

Respectfully submitted, 

H. G. WeiskotTen, Chairman 
Russet, L. Haven 

WittraM S. MIppLETON 

Victor JOHNSON 

W. L. Pressty 

Harvey B. SToNE 

Guy A. CALDWELL 

Dona_p G. ANDERSON, Secretary 


Essentials of an Acceptable School of 
Occupational Therapy 


PREAMBLE 


The Council on Medical Education and Hospitals of the 
American Medical Association, the Council on Physical Medi- 
cine and Rehabilitation of the American Medical Association 
and the American Occupational Therapy Association are 
directly concerned in the training of occupational therapists. 
The Council on Medical Education and Hospitals establishes 
standards, inspects and approves schools and publishes lists of 
acceptable schools. With the cooperation of the Council on 
Physical Medicine and Rehabilitation and the American Occu- 
pational Therapy Association standards have been established 
for this type of training for the information of physicians, hos- 
pitals, schools, prospective students and others and for the pro- 
tection of the public. 

Therapists are being trained in those schools to work under 
the direction of qualified physicians and not as independent 
practitioners of occupational therapy. 
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I. ORGANIZATION 


1. Occupational therapy schools should be established only in 
il schools approved by the Council on Medical Education 


mea pI 
and Hospitals or in colleges and universities affliated with 
acceptable hospitals and accredited by the Association of 
American Universities or the respective regional associations of 
4 cCACS al | Set | dary schools. 

i s ls should be incorporated under the laws regu- 
lating nonprofit organizations. The control should be vested in 


rustees composed of public-spirited persons having 


ncial interest im the operation ot! the school. The trus- 


long and overlapping terms. 


t ve tor re isonably re 
[fi the choice of trustees is vested in any other body than the 
itself, t fact should be clearly stated. Officers and 
faculty of the school should be appointed by the board 

3. Hospitals are required for clinical practice but should not 
ittempt to operate a school of occupational therapy inde- 
cl tiv 

Il. ResouRCES 

4. Experience has shown that an adequate school of occupa- 
tional therapy cannot be maintained solely by the income from 
students’ fees. No occupational therapy school, therefore, should 
expect to secure approval which does not have a substantial 


additional income 
It. Facurty 

5. The school of occupational therapy should have a com- 

and departments. 


school should be a qualified occupational 


petent staff graded 


teaching organized by 


he director of the 
therapist whose qualifications are acceptable to the Council on 
Medical Education and Hospitals, who has had at least three 
years clinical experience, is registered or eligible for registration 
and has an academic degree. The clinical training in a school 
§ occupational therapy should be under the direction of a phy- 
a committee of physicians whose qualifications are 
If a committee provides the direc- 


Siclall OT 
acceptable to the Council. 
tion, the chairman should be designated as medical director. An 
advisory committee may also be established including represen- 
tatives from the departments of the college, university or medical 
school which participate or cooperate in the teaching of occu- 
pational therapy students. 
IV. 
6. The physical plant should provide adequate lecture rooms, 
Equipment should 


PLANT 


laboratories and administration offices. 
be adequate for efficient teaching in the various departments. 

7. A library 
standard texts and leading periodicals in occupational therapy 


should be 


of adequate space and availability and containing 


provided. 
V. ADMINISTRATION 
&. Supervision —There should be careful and intelligent super- 
vision of the entire school by a director with sufficient authority 
to maintain the established standards. 
There should be systematic records showing cre- 
. attendance and grades of the students. 


10. Credentials —The admission of students to occupational 


therapy schools in the hands of a responsible com- 


should be 
mittee or examiner. Documentary evidence of the students’ pre- 
liminary education should be obtained and kept on file. 

11. Advanced Standing. —At the discretion of the administra- 
tion, advanced standing may be granted for work (or experi- 
ence) required in the occupational therapy curriculum which has 
been done in other accredited institutions. Official verification 
of previous work (or experience) should be obtained by direct 
correspondence. Preliminary qualifications should also be veri- 
fied and recorded 

12. Number of Students—The number of students admitted 
to the training course should be limited by the facilities of the 
school. 

In practical work of a laboratory nature the number of stu- 
dents that can be adequately supervised by a single instructor 
is in general experience about fifteen; in lectures the number 
may be larger. A close personal contact between students and 


members of the teaching staff is essential. 
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13. Discipline—Each training school reserves the right to 
drop a student at any time for any cause which the school 
authorities deem sufficient. 
VL. 
14. The school should issue, at least biennially, a bulletin 
setting forth the character of the work which it offers. Such 
an announcement should contain a list of the members of the 
faculty with their respective qualifications. 


PUBLICATIONS 


VIL. ADMISSION 

15. Education.—Colleges offering training courses in occupa- 
tional therapy which are combined with work leading to a 
bachelor’s degree should require the candidates for this com- 
bined course to comply with the regular entrance requirements 
of the concerned. Other candidates should furnish 
proof of having completed one year of college education or its 
equivalent. 

16. Character—All candidates should be required to present 
good character, general fitness and emotional 


PREREQUISITES FOR 


school 


evidence of 
stability. 

17. Health—All applicants should be required to submit a 
physical health report including evidence of successful vac- 
cination. All students should be given a medical examination 
under the supervision of the official school physician as soon as 
practicable after admission and this examination should include 
a roentgen examination of the chest. 


VIII. Curricutum 

18. Length of Course—The minimum length of full time 
training for the course should be 100 weeks. The course should 
include not less than 64 weeks of theoretical and _ technical 
instruction and not less than 36 weeks of hospital practice 
training as set forth in succeeding sections. 

19. Distribution of Time—The period devoted to theoretical 
and technical training should include not less than 64 semester 
hours, of which not less than 39 semester hours should consist 
of didactic instruction and not less than 25 hours of technical 
instruction in therapeutic activities. 

The curriculum should be so arranged that students placed in 
hospitals for practical training before the completion of their 
theoretical and technical instruction should have covered those 
portions of the curriculum which pertain to the clinical fields 
to which they may be assigned for practical instruction. 

(a) Theoretical: The hours devoted to theoretical training 
should be still further subdivided as follows; 


Semester 
Required Subjects Hours 

(1) Biologie Sciences to include: 
Anatomy ...... pishbinhiteheeheueatebeenesia pecoesaqucsen 
Kinesiology ESAS silceanecainee’ thicikn dane | 
Neuroanatomy ..... iimeasee Sunahidune ain easel 18 
yO er bbedeatitinens senses seen scnedenucuue 
PSyenology ......000:. ind éonwaned : scnnecueal 

(2) Social Sciences to include: 
Sociology ...... sae p6Sdneheecenssbcdeseusossusebinete } 
rr ne... see kkdecbhnidnebehuaaaseiel ; ‘4 
Social and educational agencies..................+... oe} 

(3) Theory of Occupational Therapy to include: 
ED ccnctnnscteuneseveenesessniassesstqnncoreate ) 
General Medicine and Surgery..................... vail 
GOERGROEEED ccccecsaccesccs on deqgeseune cateceveenn — 
Pediatrics : ; f 8 
Tuberculosig ........... _ ppudhanesgncossesescngeueen | 
Psychiatry ..... peéenbe sueetenkeqnascessonsetenaeneal j 

(4) Clinica] Subjects to inelude: 
General Medical and Surgical: ! 


Blindness and deafness. 
Cardiac diseases 
Communicable diseases 
BOE Ghnnwddecseves seweies 
GG nnc00 cee cncccoccecasccocsccuccessosennnesseeuent 
PUGNENEED scccccccecccsccceoss — 
PD Cinesckinecsedetdénanet te 
Tuberculosis 


——— 
~~ 


(5) Electives 


Total 


(b) Technical: Because of the increasing demands 
medical profession for qualified therapists trained in special fields 
applicable to the education and training of disabled persons 48 
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as to the treatment of the sick, there should be a certain 


ell 
mee of flexibility in technical requirements. 

A minimum of 25 semester hours should be devoted to tech- 
nical training. The major portion of these 25 semester hours 
may be in one of the following fields, with survey courses in 


other fields: 

(1) Arts—Fine and Applied : 
Design, leather, metal, plastics, textiles and 
wot vd. 

(2) Education—Special and Adult: 
Home economics and library science 

(3) Recreation: 
Music, dramatics, social activities, gardening 
and physical education. 


(c) Clinical Training: The time for clinical training should 
be not less than 36 weeks (nine months.) No student should 
be assigned to a clinical training center for less than eight 


weeks. (Rotating assignments may be made within a given 
center so that the student may have varied experience with 
different patient groups within one institution. Each of these 
assignments should be for not less than four weeks.) The 
division of time in the various fields should be as follows: 
Psychiatric conditions ............Not less than 12 weeks 
Physical disabilities (surgical, 
neuromuscular and orthopedic).. Not less than 8 weeks 


Tut ROUND ecccccucecsestsus sun bases eeanes 4 to 8 weeks 
ee: ee eee 4 to 8 weeks 
General medicine and surgery 

(other than physical disabilities).......... 4 to 8 weeks 


IX. HospitaLt AFFILIATIONS 
20. Hospitals or institutions affilating for clinical training 
should be carefully selected by the director of the school in 
consultation with the medical director. No occupational therapy 
department should be considered for training students unless 


the director of the department who serves as the instructor is 
a competent occupational therapist, qualified to supervise 
student 

21. The school, at the beginning of each clinical assign- 
ment, s\iould supply the instructor in charge with pertinent 
inforn n regarding sutdents’ education, experience, special 


abilitic nd health. 
22. The instructors in the clinical training departments should 
be considered members of the extramural staff of the school. 


As such they should be familiar with the content of the schoo] 
courses pertinent to the particular area of occupational therapy 
in which students are being trained so that effective correlation 
of didactic and clinical training may be achieved. An outline 


of the clinical training program should be submitted to the 
school with which affiliation is maintained. 


23. Each affiliated institution should have a well defined pro- 
gram to interpret the function of occupational therapy in its 
own area or type of service, including: 


é. Orientation to the program of the institution 

b. Interpretation of objectives 

¢. Participation in treatment procedure 

d. Methods of determining progress, evaluation and rocording results 

e. Teaching procedure in technical mediums most frequently used 

f. Plan for patients on discharge 

9. Organization and administration of the occupational therapy department 


There should also be a planned program of lectures, clinics, 
staff meetings, conferences and the like to give the student 
adequate understanding of the medical background and allied 
professional services in the field or fields in which each institu- 
tion is concerned. 


24. Written records of patient progress and case studies 
should be submitted to the instructor in charge by each student. 
Students must obtain satisfactory rating in clinical training 
before the diploma is granted. 


25. Each instructer should maintain records covering the 
student’s personal adjustment and general abilities. A report 

1 on these records should be sent to the school on the 
termination of the student’s period of training. 
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X. ADMISSION TO THE Approved List 

26. Application for approval of a school of occupational 
therapy should be made to the Council on Medical Education 
and Hospitals of the American Medical Association, 535 North 
Dearborn Street, Chicago 10, Ill. Forms will be supplied for 
this purpose on request. They should be completed by the 
administrator of the institution requesting this approval. 
Inquiries regarding the registration of qualified therapists should 
be addressed to the American Occupational Therapy Associa- 
tion, 33 West 42d Street, New York 18, N. Y. 

27. Approval may be withdrawn whenever in the opinion of 
the Council a school does not maintain an educational service 
in accordance with the above standards. Whenever a training 
program has not been in operation for a period of two con- 
secutive years, approval may also be withdrawn. 

28. Approved schools should notify the Council on Medical 
Education and Hospitals whenever personnel changes occur in 
relation to the director or medical director of the school. 


Essentials of an Acceptable School of Physical Therapy 
PREAMBLE 

The Council on Medical Education and Hospitals of the 
American Medical Association, the Council on Physical Medi- 
cine and Rehabilitation of the American Medical Association 
and the American Physical Therapy Association are directly 
concerned in the training of physical therapists. The Council 
on Medical Education and Hospitals establishes standards, 
inspects and approves schools and publishes lists of acceptable 
schools. With the cooperation of the Council on Physical Medi- 
cine and Rehabilitation and the American Physical Therapy 
Association, standards have been established for this type of 
training for the information of physicians, hospitals, schools, 
prospective students and others and for the protection of the 
public. 

Therapists are being trained in these schools to work under 
the direction of qualified physicians and not as independent 
practitioners of physical therapy. 


I. ORGANIZATION 

1. Schools of physical therapy should be established only in 
medical schools and hospitals approved by the Council on Medi- 
cal Education and Hospitals of the American Medical Associa- 
tion or in colleges and universities affiliated with acceptable 
hospitals and accredited by the Association of American Uni- 
versities or the respective regional associations of colleges and 
secondary schools. 

2. Responsibility for schools in hospitals should be placed on 
the hospital administration rather than the director of the 
department. In colleges and universities this responsibility is 
on the controlling board as for other schools or departments. 

3. Resources for continued operation of the school should be 
insured through regular budgets, gifts or endowments; but not 
entirely through students’ tuition fees. Experience has shown 
that commercial schools operated for profit freaxsyit% do not 
adhere to proper ethical and educaty s.vandards and are not 
acceptable. 

4. There must be availatj/"records of high school, college 
work and other credentia’ of students. Attendance and grades 
of students together wien a detailed analysis of their clinical 
experience shall be gérefully recorded, by means of which an 
exact knowledge m..y be obtained regarding each student’s work. 

5. At least four students should be enrolled in each class. 
One or more classes may be enrolled each year. 






II. Facutty 

6. The school of physical therapy should have a competent 
teaching staff. Appointments should be based on thorough edu- 
cation, training and experience. The school should be under 
the direction of a physiatrist or other physician whose quali- 
fications are acceptable to the Council on Medical Education 
and Hospitals. The technical director should be a qualified 
physical therapist with two and preferably three years of gen- 
eral experience, training in educational methods and tests, 
should be registered or eligible for registration and should 
possess an academic degree. The staff should include not less 
than one qualified salaried instructor and in each institution 
where clinical practice is carried on not less than one qualified 
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physical therapist for each six students. The questions of full 


time and part time appointments is not as important as the 
qualifications of the 


exceptionally well trained and well qualified in the lines they 


instructors, who should be specialists or 


III. Factitres 
7. Provision should be made for each student to receive clini- 
| practice adequate in kind and amount under the supervision 
qualified in physical medicine in a hospital or 
ceptable to the Council on Medical Education 
and Hospitals of the American Medical Association. 





St ts should be sent to affiliated hospitals for training only 
\ e supervision can be maintained and whenever possible 
to irtments having a qualified physiatrist in charge. Stu- 
dent ill not be sent to private offices of physicians for clinical 
pra 
S ite ¢ pment should include anatomic charts, models 
and other aids to effective teaching It is suggested that the 
st td t at least a lateral half of the human cadaver or 
have the benefit of demonstrations of such dissections, supple- 
n t the skeleton and disarticulated bones 
\ rary of adequate space and availability and containing 
up-to-date references, texts and scientific periodicals pertaining 
to y uld be maintained. 
IV. ADMINISTRATION 
10. There should be careful and intelligent supervision of the 
ent ex ive officer who, by training and 
experi is fitted to interpret the prevailing standards in 
therapy education with sufficient authority to carry 
' P 
I i students to the physical therapy school 
t . i responsible committee or examiner, 
ivs be open for inspection. Documen- 
tary ev f the student's preliminary education should be 
t on file. When the physical therapy school is 
rt of the university, this work usually devolves on 
tl r 
™s 3 {ENTS FOR ADMISSION 
12. ¢ for a ss should be able to satisfy one of 
t < ire < $ 
‘ t at credited school of nursit 
Graduation at an accredited school of pl ysical edu- 
ont 
ars or more of approved college training includ- 
il cour in biologic and physical sciences. 
Courses in psy gy, physics and chemistry as well as bio- 
I sé es hly recommended for all who seek to enter 
traini uurses in this field 
3. A standing may be granted to students for work 
d icceptable physical therapy school or hospital 
depat t rovided the entrance requirements and other 
€ tia erein set forth have been met. Official verification 
of the st previous physical therapy work should be 
obtained by direct correspondence with the schools previously 
att ed, and his preliminary qualifications should also be 
verified and recorded in a similar manner as for first year 
st le nts 
14. All applicants should be required to submit a physical 


health report including evidence of successful vaccination. All 
students should be given a medical examination under the super- 
vision of the official school physician as soon as practicable after 
admission and this examination should include a roentgen exami- 
nation of the chest. 
VI. Pustications 

15. The school should issue, at least annually, a_ bulletin 
setting forth its organizafion, resources, entrance requirements, 
tuition clinical facilities, affiliated hospitals, a detailed 
description of the courses and the names of the members of the 
faculty with their respective qualifications. 


fees, 


VIL. 
16. Length of Course—The minimum length of full time 
training for the course should be 36 weeks. 


CuURRICLUM 
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17. Distribution of time. 
Clock Hours 


sailiaparicnatinmteity Qualifications of 


pminte 
Subject Theory -Practice Instructors 
a. Applied sciences 
BRAOOTAG «occ cocsesecccccsocces 210* 
PathOlOgy.......eeeeeeeee wm M.D. or other instructor 
PE cc cnedenkedeeebine 30 45 qualified in specialty 
POGGIO G ic cccccecccccccsses l 


Physics... 
b. Procedures 


Electrotherapy......ssceee+ss 25 40 
Radiation therapyt........... 5 5 ; 
PEPOTOCAIORT cc cvccccccececss 5 15 Qualified physical thera. 
GE, ...cnévcasenoeceuees ve 10 45 pist 
Therapeutic exercises......... 30 75 
e. Physical therapy as applied to 
PRD. on86ccbestescentenewe 15 30 | M.D. for Theory 
NCUTOIORY...-ceeeeseeeeeees . 1 5 | 
GG iccccesscsonceessss Ie 30 | Qualified physical thera- 
| ES ar 15 30 J p st for practice 
d. Ethics and administration... 5 Qualified physical thera- 
pist 
G, TeeetReeRc. ccccecoccesceess ° 50* Qualified physica) thera- 
pist 
f. Clinical practice........cesee. 400" M.D. and qualified physi- 
cal therapist 
Totals. ccccccccccccccces eee. 210 660 330 


1,200 hours 
* Theory and practice. 
+ Roentgen and radium therapy not included in course for physical 
therapy students 
Suggested electives: asepsis, bandaging, first aid, history of physical 
therapy, bygiene, jJo'nt measurements, journal club, publie health, office 
routine, occupational therapy, records and social! service. 





VIIL. APPROVED List 


18. Application for approval of physical therapy sch 
Medical Education and 


ADMISSION TO THE 
should 
spitals, 


~ 


xe made to the Council on 


535 North Dearborn Street, Chicago 10, Ill. Forms will be 
supplied for this purpose on request. They should be com- 
pleted by the administrator of the institution requesting this 


regarding the registration of alified 
to the American Registry of 


approval. Inquiries 


therapists should be addressed 


Physical Therapy Technicians, 30 North Michigan Avenue, 
( hicago 2. Ill. 

19. Approval may be withdrawn whenever in the opinion of 
the Council a school does not maintain an educational service 
in accordance with the above standards. Whenever a training 
program has not been in operation for a period of two consecu- 


tive years, approval may also be withdrawn. 
Medical 
ccur in 


20. Approved schools should notify the Council on 
Education and Hospitals whenever personnel changes 
relation to the medical director or the technical director of the 
school. 

Essentials of an Acceptable School for 
Medical Technologists 


PREAMBLE 

Two organizations are primarily concerned with the training 
of medical technologists: The Council on Medical Education 
and Hospitals of the American Medical Association and the 
Board of Registry of Medica! Technologists of the American 
Society of Clinical Pathologists. The Council functions by 
inspecting, reporting and approving these schools, while the 
Board of Registry of Medical Technologists investigates and 
certifies the competency of the technologists. 

The Council with the cooperation of the Board of Registry 
of Medical Technologists has promulgated standards for this 
type of training for the information of physicians, hospitals, 
prospective students and others and for the protection of the 
public. 

Technologists are benig training in these schools to work 
under the direction of qualified physicians and not as inde 
pendent practitioners. 

I. ADMINISTRATION 


1. Acceptable schools for training medical technologists may 
be conducted by approved medical schools, hospitals or state 
health laboratories affiliated with hospitals, where the majority 
of the students’ practical training is received. This arrange 
ment should not discourage affiliations between the hospital and 
universities, colleges, public health laboratories or other hos 
pitals. 
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> All training of technologists shall be under competent medi- 
cal control. 

2 pP -ces for continue rati f the school should be 
3. Resources tor continued operation of the school shouid be 


insured through regular budgets, gifts or endowment, but not 
entirely through students’ fees. Experience has shown that 
-ommercial schools operated for profit frequently do not adhere 


to proper ethical and educational standards and therefore are 
not acceptable. 
II. ORGANIZATION 
4. Adequate space, light and modern equipment should be 
provided in the laboratory department. A library containing 


up-to-date references, texts and scientific periodicals pertaining 
to clinical laboratory work and pathology should be maintained 
or be readily accessible to the institution. 

5. Satisfactory record systems should be provided for all work 
carried on in the department. Monthly and annual classifica- 


tions of the work of the denartment should be prepared. 
ranscripts of high sctool and college credits and other 
crt ials must be available. It is recommended that an 
appl | evaluation of these credits be obtained from the Board 
of | stry of Medical Technologists. Records should be kept 
of « student’s attendance and grades as well as the number 
and t of tests performed. In addition, a synopsis of the 
con e curriculum should be on file in the office of the labora- 
tory rector. This curriculum should include the rotation of 
asi nts, the outline of instruction supplied by the laboratory 
and st of the prepared specimens which are used to augment 
the « riences of the student. 
7. At least two or more students should be enrolled in each 


Ill. Facutty 


x ‘ school should have a competent teaching staff. The 
director must be a graduate in medicine who is certified in 
clit ithology by the American Board of Pathology or who 
has | training and experience in clinical pathology acceptable 
to the Council. He shall take part in and be responsible for 
the il conduct of the training course. He shall be in daily 
att nee for sufficient time to supervise properly the labora- 
tory rk and teaching. 

9. laboratory practice the enrolment should not exceed 
two lents to each member of the teaching staff. The staff 
should include not less than one salaried instructor who is a 
regist | medical technologist or eligible for registration in 
addition to the laboratory director. In order to be considered 
as an instructor, a technologist must have had three years of 
exp e while members of the hospital staff or visiting 


instructors must have regular assignments that cover a com- 
plete course prescribed herein. 


IV. PREREQUISITES FOR ADMISSION 

10. Candidates for admission should be able to fulfil the 
foll g requirements. 

Two years, 90 quarters hours or 60 semester hours, of col- 
lege work in a college or university accredited by a recognized 
standardizing association. During the two years the following 
courses must be taken: (1) 18 quarter hours or 12 semester 
hours of biology which may include general biology, bacteri- 
ology, parasitology, physiology, anatomy, histology, embryology 
and zoology, (2) One year of general inorganic chemistry, 9 
quarter-hours or 6 semester hours, including lectures and 
laboratory, and (3) 4 quarter-hours or 3 semester hours of 
quantitative analysis, organic chemistry or biochemistry, includ- 
ing lectures and laboratory. 


V. CurricuLum 


ll. The course of training should be not less than twelve 
months in duration and should include the following subjects: 
biochemistry, hematology, bacteriology, parasitology, histology, 
serology, urinalysis, basal metabolism and miscellaneous clinical 
microscopy. 

12. The instruction should follow a planned outline similar 
to “A Curriculum for Schools of Medical Technology” of the 
Board of Registry of Medical Technologists and should be 
accomplished by text assignments; lectures or informal discus- 
sions ; demonstrations ; supervised practice ; quizzes, and written, 
oral and practical examinations. 








VI. Cirnicat MATERIAL 

13. Each student should receive practice training, adequate 
in kind and amount, under competent supervision, in a hospital 
laboratory. The hospital should be registered and be otherwise 
acceptable to the Council on Medical Education and Hospitals 
of the American Medical Association and have a minimum of 
2,000 yearly admissions. A sufficient amount of clinical material 
should be available to permit the student to comply with the 
requirements of the Board of Registry of Medical Technologists. 


VII. Ernics 
14. Exorbitant fees and commercial advertising should be 
considered unethical. 
15. Schools conducted primarily for the purpose of substi- 
tuting students for paid technologists will not be considered 
for approval. 


VIII. Apmission to THE Approvep List 

16. Application for approval of a school for medical tech- 
nologists should be made to the Council on Medical Education 
and Hospitals of the American Medical Association, 535 North 
Dearborn Street, Chicago 10, Ill. Forms will be supplied for 
this purpose on request. They should be completed by the 
administrator of the institution requesting this approval. 
Inquiries regarding the registration of qualified medical tech- 
nologists should be addressed to the Registry of Medical 
Technologists, Ball Memorial Hospital, Muncie, Ind. 

17. Approval may be withdrawn whenever in the opinion 
of the Council a school does not maintain an educational 
service in accordance with the aforementioned standards. When- 
ever a training program has not been in operation for a period 
of two consecutive years, approval may also be withdrawn. 

18. Approved schools should notify the Council on Medical 
Education and Hospitals whenever a change occurs in the 
directorship of the school. 


Essentials of an Acceptable School for Medical 
Record Librarians 
PREAMBLE 

There are two organizations primarily concerned with the 
training of medical record librarians. These are the Council 
on Medical Education and Hospitals of the American Medical 
Association and the American Association of Medical Record 
Librarians. The Council establishes standards, inspects and 
approves schools and publishes lists of acceptable schools. The 
American Association of Medical Record Librarians is con- 
cerned with the promotion of educational activities and the 
registration of qualified librarians. 

The Council with the cooperation of the American Association 
of Medical Record Librarians has established the following 
standards for the information of schools, hospitals, prospective 
students, physicians, educational directors and for the protection 
of the public. 

I. ADMINISTRATION 

1. Acceptable schools for the training of medical record 
librarians may be conducted by general hospitals having ade- 
quate teaching material and personnel which will be described 
in succeeding sections. Approval may also be extended to col- 
leges, universities and medical schools having suitable hospital 
facilities. 

2. Resources for the continued operation of acceptable schools 
should be available through regular budgets, gifts or endow- 
ments but may be obtained in part through students’ fees. 
Schools charging exorbitant fees or indulging in commercial 
advertising are considered unacceptable. 

3. Training in the handling of records should be under the 
direction of a qualified medical record librarian. 

4. Schools conducted primarily for the purpose of substituting 
students for paid librarians will not be considered for approval. 


II. ORGANIZATION 


1. Adequate space, light and equipment should be available 
for the general and educational] activities of the hospital depart- 
ménts used in the training of medical record librarians. A 
library containing current references, texts and periodicals 
pertaining to the work of medical record librarians should be 
readily accessible to the students. 
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record library should maintain serial and 


patients’ records; statistical data on births, 
leaths and autopsies; diagnostic and operative classifications, 
and ’ : ex. A modern system of classification should 
be « ye th supplemental classifications and files for 
teaching and demonstration purposes. Such files should include 
nit number systems, phonetic classifications, Standard 
N f Disease, Standard Nomenclature of Opera- 
i tal classif itions 

\1 the curriculum, teaching plans and a pro- 
be availablk Records of the students’ 
requi tra should be filed in the department. To these 
tails of attendance and grades as well as 

t ot eriences obtained by individual students 
$ AY 1. f two students should be in training. How- 
number admitted for practical instruction 
1 by the amount of avatlable Space, teaching 

mat | and properly qualified instructors. 
Ill. acuity 

A competent teaching staff should be supplied by the school. 
Its director shall be responsible for the actual conduct of the 
training course and shall devote sufficient time for proper super- 


students. An adequate number of instructors 


ible so that students may have immediate guid- 


vision of the 
should be avail: 
ance and supervision in all of their assignments. 

In order to be considered a director, a medical record librarian 
should be registered or eligible for registration and should have 

It llown g 
a. One-halt tl 
accredited 
approved school for medical record librarians, and three years’ 
experience in charge of a medical record library in an approved 


hospital > 2 


trie 


additional qualifications : 
academic degree 
graduation at an 


1e credits necessary for an 


from an university or college, 


Fight years’ experience in charge of a medical record 


library in an approved hospital. 
New directors appointed after Jan. 1, 1954, should have 
the following educational requirements: An academic degree 


trom an accredited 
chology and teaching 
medical record hbrarians, and two years’ 
a medical record library in an approved hospital. 


courses in psy- 
an approved 


university or college with 


methods, graduation at 


s¢ hool lor 


experience 


[V. PREREQUISITES FOR ADMISSION 
Candidates for admission should be proficient in typing and 
shorthand and in addition should fulfil one of the following 
requirements 
Completion of two academic years of study in a college 


of liberal arts approved by a recognized accrediting agency. 


b. Graduation at a school of nursing recognized by a state 
board of nurse examiners 
V. CURRICULUM 


1. The course of training should include not less than fifty 
weeks of theoretical instruction and practical hospital experience. 


2. Theoretical instruction may be presented by informal con- 


ferences or formal lectures and should include the following 
items : 
Recommended 
ime 
(Cloek Hours) 
AMAtOMY SHE PUPHOIOTT « ccccccccccccceccccccceccccecccceccess 100 
Fundamentals of medical selence... — San bdseubtence 30 
Bacteriology, doctors’ lectures in all medical specialties 
Medical terminology ........++++: eee 30 
Etymology 
Abbreviations 
Drug terms 
Nomenclatures—disease, operative, symptomatology 
Medical record TDrary SCIOTICE . 4.66 cece cece e een enwwewenees ° 100 
liistory 
Merticolegal 
Fthics 
Securing and preserving 
Stulisties 
Indexes 
PERRO . ccoccccees ccecccecccccecsccceoceces —— ere ‘ 10 
Hiospital organization 
Interdepartmental relations 
Purchase of supplies, ete 
Supervision, function and technics 
Psychology (recommended if not specified for admission).. (25) 


Total clock hours..... vs see 270 
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involve all activities associated 
This should include: 


3. Practical training should 
with the care of medical records. 


Orientation 

Filing 

Outpatient department and social service 

Admission and discharge routine, including hospital statistics 
Adjunet department records 

Secretarial practice 

Medicolegal relationships 


Indexes, including comparative and group studies 
Admitting office 
Patient census 
Metical library 


Department management 


Sufficient time should be devoted to cach assignment so that 
students may become familiar with all functions of the medical 
record library and the f the hospital. 
Additional experience in the handling of records in the pathology 
and radiology departments is recommended. To augment the 
training program, field trips should be arranged when possible 
to visit other hospitals and study their record library equipment 


various departments « 


and methods. 
VI. MATERIAL 

The training of medical record librarians should be conducted 
in hospitals approved for the training of interns and residents 
by the Council on Medical Education and Hospitals of the 
American Medical Association, these hospitals to have a mini- 
mum of 6,000 annual admissions. These admissions should 
include an adequate distribution of patients in the various 
clinical services commonly found in general hospitals. If 
adequate facilities are not available, affiliations may be estab- 
lished with other hospitals to supplement clinical record instruc- 
tion in such special fields as mental diseases, tuberculosis and 


CLINICAL 


outpatient service. 


VII. Approvep List 

1. Application for approval of a school for medica] record 
librarians should be made to the Council on Medical Education 
and Hospitals of the American Medical Association, 535 North 
Dearborn Street, Chicago 10, Ill. Forms will be supplied for 
this purpose on request. They should be completed by the 
administrator of the institution requesting this approval. Inquiries 
regarding the registration of qualified medical record librarians 
should be addressed to the American Association of Medical 
Record Librarians, 22 East Division Street, Chicago 10, Ill. 


ADMISSION TO THE 


2. Approval may be withdrawn whenever in the opinion of 
the Council a school does not maintain an educational service 
in accordance with the aforementioned standards. Whenever 
a training program has not been in operation for a period of 
two consecutive years, approval may also be withdrawn 

3. Approved schools should notify the Council on Medical 
change occurs in the 


Education and Hospitals whenever a 


directorship of the school. 





REPORT AND SUPPLEMENTARY REPORT OF 
COUNCIL ON SCIENTIFIC ASSEMBLY 


Dr. Henry R. Viets, Chairman of the Council on Scientific 
Assembly, presented the report of the Council as printed in the 
Handbook and the following supplementary report, which were 
referred to the Reference Committee on Sections and Section 
Work: 

To the Members of the House of Delegates of the American 
Medical Association: 

Since the report as printed in the Handbook of the House of 
Delegates, Washington Clinical Session, pages 146-149, was 
prepared, the Council on Scientific Assembly has held meetings 
in Washington on October 20 and December 5, and in Chicago 
with the section secretaries on November 18. The following 
actions were recorded and are now submitted for consideration 
by the House of Delegates. 


Television 

Rules for Television Program adopted by Council Nov. 18, 
1949: Television programs presented at the Annual or C 

Sessions of the American Medical Association are an integral 
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of the scientific meetings and as such fall within the 
diction of the Council on Scientific Assembly. 


part 
juris 

Individuals or groups, scientific or otherwise, who wish to 
sponsor a television program must adhere to the following 


rules: 

1. Applications shall first be presented to the Council on 
Scientific Assembly for its consideration. 

2. On approval of an application, the Council will request 
the chairman of the Local Committee on Arrangements in the 
city where the future meeting is to be held to appoint a Sub- 
committee on Television, with the advice and consent of the 


Council 


3. On approval of the Subcommittee on Television by the 
Council, the sponsor may then confer with this Subcommittee 
in regard to planning a program. 

4, All programs endorsed by the Subcommittee on Television 
must receive a final endorsement by the Council on Scientific 
Assen 
Request for Section on Military Medicine and Surgery 

Major Gen. George E. Armstrong, representing the govern- 
ment vices, presented a statement to the Council on Scientific 
Assen at its meeting in Washington, Oct. 20, 1949, requesting 
the ( il to recommend to the House of Delegates the estab- 
lishment of a Section on Military Medicine and Surgery. After 
full consideration the Council voted not to recommend to the 
House of Delegates at this time the formation of such a section. 
The il granted to the applicants, however, two sessions 
in the Section on Miscellaneous Topics for the 1950 San Fran- 
cisco Annual Session in order that they might present a program 
on military medicine and surgery for the benefit of the American 
Medica! Association, it being understood that the granting of 
the aforementioned sessions does not preclude a_ subsequent 
applica‘ to the Council or to the House of Delegates for the 
estab! nt of a section at a later date. 

This offer of the Council was accepted by the representatives 
of the medical services of three departments of the government 
services and, in accordance with the usual procedure, the Council 
appointed, at its meeting on December 5, the following officers 
for t » half-day sessions, to be held on the mornings of 
June 2 | 29, in the Section on Miscellaneous Topics at the 
1950 Annual Session: 


Wendell G. Scott, St. Louis, Chairman 
William Lovelace, III, Albuquerque, N. M., 
Vice Chairman 
William S. Stone, Washington, Secretary 
Respectiully submitted, 
Henry R. Viets, Chairman 
Leonarp W. Larson 
STANLEY P. REIMANN 
ALPHONSE McManon 
Cuar_tes H. PHirer 
Carr, A, LINCKE 
Micuaet E. DEBAKEY 
EL_Mer L. HENDERSON, 
President-Elect 
Gerorce F. Lu tt, 
Secretary 


+ Ex Officio 


ELECTION TO HONORARY FELLOWSHIP OF 
DR. LUIS FRANCISCO THOMEN, SANTO 
DOMINGO 


Dr. Herbert P. Ramsey, District of Columbia, stated that 
the Council on Scientific Assembly was prepared to nominate 
a distinguished foreign physician to Honorary Fellowship and 
moved that the rules be set aside and the nomination be con- 
sidered at this session. The motion was duly seconded and the 
Speaker, hearing no objection, announced that the motion was 
carried unanimously. 


Dr. Henry R. Viets, Chairman, Council on Scientific Assem- 


bly, then nominated for Honorary Fellowship, Dr. Luis Fran- 
“sco Thomen, the Ambassador Extraordinary and Minister 
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Plenipotentiary of the Dominican Republic and on motion of 
Dr. Herbert P. Ramsey, District of Columbia, duly seconded 
and carried, the nomination was confirmed. 


CHANGE IN REFERENCE COMMITTEE 
The Speaker appointed on the Reference Committee on 
Insurance and Medical Service Dr. Howard B. Goodrich, 
Missouri, in place of Dr. Allen T. Stewart, Texas, who was 
not in attendance. 


REPORT AND SUPPLEMENTARY REPORT OF 
COUNCIL ON MEDICAL SERVICE 

Dr. James R. McVay, Chairman, Council on Medical Service, 
presented the report of the Council as presented in the Hand- 
book and the following Supplementary Report, both of which 
were referred to the Reference Committee on Insurance and 
Medical Service: 

Committees of Council 

The Council in its annual report printed in the Handbook, 
pages 150 to 165, set forth the membership of four of its 
correlating committees. Since the preparation of that report, 
the following committees have been completed: 

Correlating Committee on Prepayment Hospital and Medical 
Service: James R. McVay, Kansas City, Mo.; Joseph D 
McCarthy, Omaha; A. W. Adson, Rochester, Minn.; Percy E 
Hopkins, Chicago; Carl Vohs, St. Louis; E. Vincent Askey, 
Los Angeles, and Carlton E. Wertz, Buffalo 

Correlating Committee on Maternal and Child Care: While 
the Council has completed the selection of members, it has not 
yet received all acceptances. 

The Council on Medical Service reports to the House of 
Delegates that the American Legion at its annual convention 
in Philadelphia adopted a resolution calling for Legion coopera- 
tion with the American Medical Association, the American 
Academy of Pediatrics and other reputable health and medical 
organizations in the development of a program for improved 
child health based on community action with community leader- 
ship. The Council on Medical Service plans to implement this 
cooperation through its Correlating Committee on Maternal 
and Child Health. 

Correlating Committee on Relations with Lay-Sponsored 
Voluntary Health Plans: This Committee consists of L. W. 
Larson, Chairman, Bismarck, N. D.; J. D. Hamer, Phoenix, 
Ariz.; Mr. C. H. Crownhart, Secretary, Madison, Wis.; F. J. 
Elias, Duluth, Minn.; James Stevenson, Tulsa, Okla., and 
Norman M. Scott, Newark, N. J. This committee met in 
Washington, D. C., on Dec. 4 and 5, 1949. The meeting was 
held for the purpose of pearing statements from representatives 
of state medical associations on the twenty principles for such 
plans adopted by the House of Delegates in June 1949. Some 
63 representatives from 23 states and the District of Columbia 
attended the meeting. The committee has reported on these 
sessions to the Council on Medical Service recommending that 
the twenty principles be annotated for the purpose of providing 
constituent and component medical societies with definitions 
and explanations of each principle. In view of this, the Council 
has requested this committee to prepare such annotations, pro- 
vided, however, that any change that is made in the intent 
of the principles will be made only after consultation with 
official representatives from the Cooperative Health Federation 
of America. 

In accord with the report of its committee, the Council on 
Medical Service recommends to the House of Delegates that 
the report of the Reference Committee on Insurance Plans and 
Medical Service adopted June 9, 1949 at the Annual Session 

in Atlantic City be amended (paragraph 4b, page 55, Proceed- 
ings of the Atlantic City Session), so that the last sentence 
of this June report, reading “Your committee recommends that 
any lay-sponsored plan desiring approval by a proper accredit- 
ing body of the American Medical Association shall come 
bearing the endorsement of the state or county medical asso- 
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ciation involved” be changed to read, “Your committee recom- 
mends that any lay-sponsored plan desiring approval by a 
proper accrediting body of the American Medical Association 
shall come bearing the endorsement of the state and county 
medical associations involved.” 

The Council on Medical Service also recommends, again in 
the report of its Committee, that the following 


made to the constituent and component medi- 


accord with 


suggestion be 


cal organizations In considering any application from any 
lay-sponsored health plan that such consideration shall be on 
the basis of past performance rather than on the basis of 


contemplated performance. 

CONCLUSION 

occasion to express its appreciation 
Relations with 


The Council takes this 
and gratitude to the Correlating Committee on 
Lay-Sponsored Voluntary Health Plans for its splendid services 
and the constructive manner with which it met this difficult 
House 1 this field 


problem and reports to the that studies in 


will be continued by this Correlating Committee and that the 
Council will keep the House informed as to these studies and 
developments 

Respectfully submitted, 


J AMES R McVay, Chairman 
Eimer Hess, Vice Chairman 


Tuomas A. McGotprick 
H. B. MuLHoLLaANpb 
Jesse D. HAMER 

J. D. McCartuy 

Watter B. Martin 

R. L. Sensi H 

| E. Irons 

( F. Luu 


Mr. Tuomas A. Henpricks, Secretary 


SUPPLEMENTARY REPORT OF BOARD 
OF TRUSTEES 
The following supplementary report of the Board of Trustees 
was referred to the Reference Committee on Reports of Board 


of Trustees and Secretary: 


Report of Committee on Rural Health 


Dr. F. S 
presente d the 


Crockett, Chairman, Committee on Rural Health, 

Handbook of the Committee as an appendix to 
its Report as printed in the Handbook of the House of Dele- 
gates, pages 126 and 127. A distributed to each 
member of the House, and the Speaker referred the Handbook 


Committee on Rural Health to the 


copy was 


Reference Committee 


on Reports of Board of 
of the Committee on 


Trustees and Secretary, to which the 


Report Rural Health had already been 


referred 
‘ 


Resolution on Affiliation of Medical Students with 
American Medical Association 

Dr. Louis H. Bauer, Chairman, Board of Trustees, reported 
that a resolution on Affiliation of Medical Students with 
the American Medical Association, presented at Atlantic City 
directed the Judicial Council to work out some method by which 
this The Council reported that it 
should be done on a county and state basis first before being 
It is the understanding that a resolu- 


could be done. Judicial 
done on a national basis. 


tion on this subject is being introduced. 
(To Be Continued) 





Coming Medical Meetings 


American Psychoanalytic Association, New York, Hotel Statler, Dec. 16-18. 
Dr. LeRoy M. A. Maeder, 1910 Rittenhouse Square, Philadelphia 3, 
Secretary. 


International Post-Graduate Medical Assembly of Southwest Texas, San 
Antonio, Municipal Auditorium, Jan. 24-26. Dr. John J. Hinchey, 424 
Moore Bldg., San Antonio, Secretary. 


l’uerto Rico, Medical Association of, San Juan, Dec. 14-18. Dr. Juan 


Basora-Defillo, 1459 America St., Santurce, Secretary. 


WASHINGTON 


tion. 
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Official Notes 


COMMITTEE TO MAKE STUDY IN ENGLAND 


Two members of a committee of three—Dr. Loren R. 
Chandler, San Francisco, dean, Stanford University School of 
Medicine, and Dr. Harold Diehl, Minneapolis, dean of medical 
sciences, University of Minnesota—left recently for England to 
make a study of medical education as it now exists under health 
legislation initiated by the Labor government. The third mem- 
ber of the committee—Dr. Stanley Dorst, Cincinnati, dean, 
University of Cincinnati College of Medicine—will leave soon 
and join the others in London. The committee is making the 
study on behalf of the American Medical Association, and its 
report will be made to the Board of Trustees. 

A second group, consisting of a surgeon, an internist, a gen- 
eral practitioner, a pediatrician and an industrial physician, is 
expected to go to England soon to make a factual study for the 
Medical Association of the effect of the health act 
on the people of that country. This group also will make its 
report to the Board of Trustees. The report will cover the 
broad aspects of medical care under the socialistic sclieme in 


American 


England. 





Washington Letter 


(From a Special Correspondent) 
Dec. 12, 


Aid for the Physically Handicapped 


1949, 


Progress made throughout the country in encouragement of 
industry to give jobs to the physically disabled was the subject 
of a report given at the December 9 meeting of the President's 
Committee on National Employ the Physically Handicapped 
Week. One feature of the program was a demonstration by 
paraplegic, hemoplegic and amputee veterans, presented under 
the direction of Capt. Frank P. Kreuz (MC, USN), head of the 
orthopedic service at the National Naval Medical Center, 
Bethesda, Md. A report was presented on results in Ohio, with 
reference to that state’s observance of the special week last 
October. Chairman of the President’s committee is | Ross 


T. McIntire, former Surgeon General of the Navy. 


Transcript of Health Legislation Hearings 
Testimony presented and statements filed by scores of indi- 
viduals and representatives of national organizations sum- 
mer, in connection with public hearings on proposed national 
health legislation, are contained in a single volume of 995 pages 
which was issued early in December by the House Interstate 
and Foreign Commerce Committee. The hearings were devoted 
mainly to bills dealing with federal aid to medical education, 
local public health units, medical research and hospital construc 
Only a relatively small proportion of the testimony was 
concerned with compulsory national health insurance. Copies of 
the volume are not purchasable but may be obtained without 
cost by writing to the House Interstate and Foreign Commerce 

Committee, House Office Building, Washington 25, D. C. 


Health Films for Educational Use 

The Institute of Inter-American Affairs announces that the 
following motion pictures (16 mm.) are now available for loan: 
Winged Scourge; Defense Against Invasion ; Tuberculosis ; How 
Disease Travels; The Human Body; The Grain That Built a 
Hemisphere; Cleanliness Brings Health; What Is Disease; The 
Amazon Awakens; Water—Friend or Enemy, and Infant Care. 
A descriptive catalog, explaining the means of procurement, 
obtainable from the Motion Picture Project Officer, Institute of 
Inter-American Affairs, 499 Pennsylvania Avenue NW, Wash- 
ington 25, D. C. 


British Biochemist Lectures on Vitamin Bw 
Medicai scientists of the Washington area, which takes ™ 
suburban Maryland and Virginia, attended a seminar at the 
National Institutes of Health on December 12 conducted by 
Dr. E. Lester Smith, British biochemist and authority on per 
nicious anemia. A visitor in the United States under auspices 
of World Health Organization, Dr. Smith took a prominent 
role in the isolation of vitamin Bis, the properties and characte 
istics of which were the subject of the special seminar. 















49 


Ith 


m- 


of 
ect 
nt’s 


by 
der 
the 
ter, 
vith 
last 
OSs 


ndi- 
um- 
ynal 
ges 
tate 
ated 
ion, 


was 
s of 
yout 
erce 


the 
yan: 
tow 
lt a 
The 
vare. 
it, is 
e of 
ash- 


"the 
1 by 
per- 
pices 


cter- 





VoLuME 141 
Number 16 


GOVERNMENT SERVICES 








ARMY 


OVERSEAS CONSULTANT SCHEDULE 

Forty-six civilian specialists will participate in the Army 
Medical Department Overseas Consultant Program in 1950, 
according to Surgeon General R. W. Bliss. They will include 
8 internists, 7 surgeons, 8 neuropsychiatrists, 5 orthopedists, 
9 obstetricians, 2 radiologists, 2 ophthalmologists, 2 pathologists, 
2? urologists and 1 pediatrician. During the year the European 
Command will be visited by 16 consultants, the Far East by 18, 
and the Panama Canal Zone by 12. The Overseas Consultant 
Program was a World War I innovation which was revived 
and expanded during and since the second world war. The con- 
sultants are selected in cooperation with the Society of Medical 
Consultants of World War II. 

During the past year a team of consultants, usually including 
a physician, a surgeon and a neuropsychiatrist, was sent each 
month to each of the three theaters. Over 100 civilian specialists 
went abroad in this program during 1949. The reduction in 
numbers for 1950 was made possible by the effectiveness of the 
resident training program carried out by the Army Medical 
Department in military and civilian hospitals. The Army now 
has 68 qualified or board-certified specialists in overseas assign- 
ments, the Surgeon General recently announced. 

The civilian specialists will enable Medical Corps officers 
overseas to receive the benefit of graduate medical teaching. 
They will also be available for consultation and care of Army 
patients in areas where qualified uniformed specialists are not 
presently assigned. 


MEDICAL CARE OVERSEAS 


Col. Warner F. Bowers (MC), chief of the Surgical Con- 
sultants Division, Surgeon General’s Office, reports in the 
December Bulletin of the U. S. Army Medical Department that 
he found in all the overseas theaters a high level of surgical care, 
comparable to that in our best civil hospitals. His opinion was 
verified by “100 or more civilian consultants, all of whom have 
praised the professional work being done,” in his visits during 
the past year to the hospitals in Panama, the European Com- 
mand, the mid-Pacific and the Far East. Among the reasons 
for this development, Colonel Bowers cites “the sharp rise in 


board-certified specialists in the Army, mostly as fruit of the 
residency training program, as a result of which it has been 
possible to send a sufficient number overseas.” 

Colonel Bowers reports that the incidence and severity of 
diseases have decreased. He believes that the reduction in case 
load will continue, largely because of better preventive medicine, 
improved professional care and the greater use of antibiotics. 
He notes that mastoiditis is no longer seen, infections of the 
upper part of the respiratory tract require much less hospitali- 
zation than formerly, pneumonia is no longer a lingering disease 
and surgical patients become ambulatory more rapidly. Patients 
with tumors or other serious conditions are quickly evacuated 
to the United States. The net result is that “where formerly 
we calculated that 5 per cent of a given command might require 
hospital beds at any one time, now the figure is less than 3 per 
cent.” Civilian consultants participated in the Overseas Con- 
sultants Program, enabling young Army doctors to receive 
advanced medical training wherever they were assigned and 
also aided in the teaching of medical officers in civilian hospitals 
throughout the United States in the Residency Training Program. 


PRESERVATION OF LEATHER BOOK 
BINDINGS 


The Army Medical Library has begun a new treatment of 
its modern leather bindings to prevent deterioration over the 
years. A 7 per cent aqueous solution of potassium lactate is 
being applied to the leather. This treatment is necessitated 
by the methods of dyeing leather in use since about 1870 which 
remove certain elements from the leather. The potassium lac- 
tate solution restores these elements so that it can neutralize 
the action of leather’s worst enemy, the sulfuric acid which 
forms when sulfur dioxide is absorbed from the atmosphere. 
Older leather bindings need not be given the new treatment, 
as they contain the proper elements to protect them against 
the action of sulfuric acid. One treatment with the potassium 
lactate solution seems to be all that is necessary. This treat- 
ment does not eliminate the necessity for oiling leather bindings ; 
oil is still necessary to prevent drying out of the leather. 





AIR FORCE 


THE NEW SURGEON GENERAL 


Major Gen. Harry G. Armstrong has been appointed Surgeon 
General of the U. S. Air Force to succeed Major Gen. Malcolm 
C. Grow, who retired November 30 after more than 31 years 
of service, 

Gen. Harry G. Armstrong was born in South Dakota, in 
1899. He graduated from the University of South Dakota in 
1921 and received the degree of Doctor of Medicine at the 
University of Louisville in Kentucky in 1925. He studied at 
the Army Medical School, Washington, D. C., then at the Medi- 
cal Field Service School, Carlisle Barracks, Pennsylvania. In 
1934 he went to Wright Field, Ohio, to establish the Aero- 
Medical Laboratory, and served as chief of the laboratory until 
July 1940. That same year he received the degree of Master of 
Science in Medicine from the University of Cincinnati; a year 
later he received the degree of Master of Arts from the Univer- 
sity of Toronto in Canada. 

Tn 1942 he went to England as Deputy Surgeon of the Eighth 
Air Force. He returned to the United States in January 1946 
and later became commandant of the School of Aviation Medi- 
cine at Randolph Field. 

General Armstrong is a fellow of the American Medical 
Association, the Aero-Medical Association, the Institute of 
Aeronautical Sciences, the American College of Physicians and 


the Royal Society of London, England. He has been awarded 
the Legion of Merit with one Oak Leaf Cluster, the Order of 
the British Empire and the French and Belgian Croix de Guerre 
with Palms. He has won the Wellcome Award, the John 
Jeffries Award and the Colliers Award. 

The new Deputy Surgeon General is Brig. Gen. Dan C. Ogle, 
a native of Illinois and a graduate of Eureka College and of the 
University of Illinois College of Medicine. He was com- 
missioned in the Regular Medical Corps in 1930 and the fol- 
lowing year entered the School of Aviation Medicine at Brooks 
Field, Texas. He took the course at the Medical Field Service 
School, Carlisle Barracks, Pennsylvania. He has served at 
Chanute Field, Illinois; Luke Field, Hawaii; Army and Navy 
General Hospital, Hot Springs, Ark.; as surgeon of the Tech- 
nical Training Center at Miami Beach, Fla., and at the Regional 
Station Hospital, Coral Gables, Fla. He went overseas in 
1944 to become staff surgeon of the 15th Air Force in Italy, 
for which service he was awarded the Bronze Star. On 
returning to the United States he was assigned to the office 
of the Air Surgeon, then to the Maxwell Air Force Base, 
Montgomery, Ala. In 1949 he was transferred from the 
Army to the Air Force and became assistant to the Surgeon 
General. He is a member of the American Medical Asso- 
ciation, the Association of Military Surgeons and the Aero- 
Medical Association. 









FUNDS ALLOTTED TO STATES FOR 
MENTAL HEALTH 

Cash appropriations for carrying out the federal government's 
part in the National Mental Health Program during the fiscal 
year 1950 total $7,990,500. In addition, Congress granted con- 
tract authority of $2,150,000 so that support of certain research 
and training grants could be assured beyond the current year. 
Grants-in-aid to states total $3,550,000. This is the same as the 
1949 sum, but the proportion allotted to each state has been 
changed from the 1949 allotment, in some instances, because of 
changes in population or per capita income. Funds for research 





Mental Health Grants Allotted to States 





State Allotment, 1949 Paid, 1949 Allotment, 1950 
Alabama $ v6,402 $ 4,900 $ 76,900 
Arizona 20,947 16,371 20,000 
Arkansas os d44 34,532 55,300 
California 164,452 164,452 208,500 
Colorado 31,169 31,169 25,900 
Connecticut 51,043 51,043 41,800 
Delaware , 24,576 24,576 20,000 
District of Coluwbia 24,379 24,379 20,000 
Florida O41, 64,649 55,200 
Georgia 89,729 89,729 83,000 
Idaho ‘ 24,576 14,000 20,000 
lllinois 183,066 115,999 177,500 
Indiana. . : W503 50,000 85,200 
lowa.. - 59,707 59,550 62,900 
a ae 55,297 55,297 45,400 
Kentucky..... 76,120 61977 75,100 
Louisiana... , 45,812 45,812 65,600 
Maine sa ‘ 20,833 20,833 21,300 
Maryland os 6,006 56,006 45,700 
Massachusetts 104,472 104,472 100,300 
Michigan 149,301 132,097 132,400 
Minnesota : 70,218 70,218 68,300 
Mississippi.... ses 81,716 81,716 64,200 
Missouri - - 47,752 20,000 91,200 
Montana ece 24,076 24,576 20,000 
Nebraska...... om 25,013 22,963 30,300 
Nevada ; 20,704 10,128 20,000 
New Hampshire - 24,576 24,576 20,000 
New Jersey.... sae 115,496 115,496 99,500 
New Mexico.... : : 19,766 19,766 20,000 
New York — 206,785 259,790 283,400 
North Carolina aoe 97,776 93,943 100,200 
North Dakota ‘ 24,465 23,873 20,000 
Ohio.... . ec 204 598 204,598 166,600 
Oklahoma..... : 35,628 35,628 59,000 
Oregon 25,000 18,619 34,000 
Pennsylvania ee 121,574 eeacee 236,000 
Rhode Island ‘ 24,205 23,205 20,000 
South Carolina 56,216 53,216 54,900 
South Dakota , 24,480 13,913 20,000 
Tennessee... ... , 77,396 57,068 79,300 
Texas. see 172,651 106,372 173,000 
Utah.. - ae 20,044 9,468 20,000 
Vermont...... . sec 22,379 11,808 20,000 
Virginia 90,962 90,962 73,700 
Washington 58,741 58,741 50,600 
West Virginia 58,023 58,023 48,800 
Wiseonsin... 83,990 64,269 74,900 
Wyoming.... -  €=——ti“‘ SO 20,000 
Alaska........ : - 23,672 13,096 20,000 
Hawali....... 24,576 24,576 20,000 
Puerto Rico 52,104 34,584 65,200 
Virgin Islands 17,400 6,824 20,000 





grants were reduced: $450,000 for 1950 as compared with 
$546,429 in 1949. (This does not include $344,864 which was 
appropriated for 1950 payments on research grants contracted 
for in 1949.) Funds for research fellowships total $100,000— 
a $10,000 reduction from 1949. Funds for training grants and 
stipends were increased: $2,500,000 for 1950 as compared with 
$1,343,000 in 1949. Funds for consultation services in regional 
and headquarters offices, operation of demonstration projects, 
development of research programs within the Institute of Mental 
Health and program direction and administration account for 
the remainder of the budget. The total 1950 budget, including 
contract authorization, is $1,974,157 more than the 1949 appro- 
priation. 


GOVERNMENT 


PUBLIC HEALTH SERVICE 





SERVICES 


EXAMINATION FOR BACTERIOLOGISTS 


A competitive examination for appointment of officers as 
scientists (bacteriologists) to the Regular Corps of the VU. § 
Public Health Service will be held March 20-22, 1950, at a 
number of points throughout the United States. Applications 
must be received no later than Feb. 20, 1950. 

Appointments will be made in the grades of assistant scientist 
(equivalent to Army rank of first lieutenant) and senior assis- 
tant scientist (equivalent to captain). Appointments are per- 
manent in nature and provide an opportunity for qualified bac- 
teriologists to pursue their profession as a life career in the 
service. Assignments are made with consideration for the 
officer’s preference, ability and experience and will include 
research and public health activities. 

Those appointed must be citizens of the United States, at 
least 21 years of age. Assistant scientists must have at least 
seven years of educational training and professional experience 
subsequent to high school, including a doctor’s degree in bac- 
teriology. Senior assistant scientists must have at least ten 
years in training and professional experience subsequent to high 
school and a doctor’s degree in bacteriology. Applications 
must be approved by the Board of Examiners before the can- 
didates may be admitted to the examination, which will include 
an oral interview, physical examination and comprehensive 
objective tests in the professional field. The written examina- 
tion will be at a level of difficulty appropriate to the education 
and experience required of candidates for each grade. 

Gross pay is identical to that of officers of equivalent rank 
in the Army and Navy. Entrance pay for the assistant with 
dependents is $4,486.56 a year and for senior assistant, $5,346. 
These figures include subsistence and renal allowance. The 
retirement pay after 30 years of service or at the age of 64 is 
three fourths of the annual basic pay at the time of retirement. 
Information may be obtained from the Surgeon General, U. S. 
Public Health Service, Washington 25, D. C. 


PRIZE FILMS 


First prize in the Medicine and Science Group at the Tenth 
International Exhibit of Cinematographic Art, held in Venice 
recently, was shared by two American films, “Cancer: The 
Problem of Early Diagnosis” and “The Surgical Approaches 
to the Scapulohumeral Joint.” At a ceremony in Washington 
November 21, Lieut. Col. Umberto De Martino, Italian mili- 
tary attache, presented a silver medal for the cancer film to 
Dr. John R. Heller, director, National Cancer Institute, and 
to Dr. Charles S. Cameron, American Cancer Society. A simi- 


- lar medal was awarded for the other film, which was produced 


for the Veterans Administration. 

The cancer film was the first in a series of diagnostic films 
for physicians and was prepared under a cooperative project 
of the National Cancer Institute and the American Cancer 
Society. Funds for producing the films were provided by a 
National Cancer Institute grant of about $60,000 and a 
similar amount from the American Cancer Society. 

The second film in the series “Breast Cancer: A Problem 
in Early Diagnosis” had its premier at a special showing 
December 5, at the Statler Hotel, Washington. Four addi- 
tional films planned for the series will be on diagnostic 
problems in cancer of the skin and oral cavity, in the gastro- 
intestinal tract, in the lung and esophagus and in the uterus. 


PERSONAL 


Dr. Alonzo F. Brand has been appointed Regional Medical 
Director with headquarters in San Francisco succeeding Dr. 
Walter T. Harrison, who retired from the service July 1. Dr. 
Brand joined the Public Health Service in 1942. He 8 4 
graduate of Syracuse Medical College and has a Master 
Public Health degree from Johns Hopkins School of Hygiene 
and Public Health. In his position Dr. Brand will direct 
Health Service activities in Washington, Oregon, California, 
Nevada, Arizona, Alaska and Hawaii. 
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Medical News 





(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 





CALIFORNIA 


Chest Symposium in January.—The Los Angeles County 
Medical Association’s General Practice Section will sponsor a 
chest symposium for county physicians January 26-27 at the 
Wilshire Ebell Theater. The meeting is being arranged in 
cooperation with the Los Angeles and American Trudeau 
Societies, the U. S. Public Health Service and the Los Angeles 
County Tuberculosis and Health Association. 

Planning for the Chronically Ill.—Representatives of the 
health council, Family and Children’s Council and the Social 
Planning Committee of the Community Chest of San F rancisco 
are developing a plan for the chronically ill. The committee 
has recommended that the city have an information and referral 
center for at least a three year demonstration period, under 
the direction of an advisory committee representative of the 
interests necessary to develop effective service. 


ILLINOIS 


State to Have 1,350 Additional Hospital Beds. — An 
additional 1,350 hospital beds will be available in Illinois when 
the 19 hospitals which have been approved for state and federal 
grants-in-aid since the fall of 1947 have been completed, accord- 
ing to George K. Hendrix, chief, state division of hospital 
construction and services. The apprevals represent a total 
expenditure of almost $25,000,000, with about $6,000,000 coming 
from state funds, almost $8,000,000 from federal funds and the 
balance of a little over $10,000,000 from local sponsors. All 
the projects approved under this program to date are general 
hospitals with the exception of the state tuberculosis hospital 
at Mt. Vernon. A review of the over-all program shows that 
one hospital, St. Clement’s at Red Bud, is completed and the 
others are from 15 per cent to 98 per cent finished. 


Chicago 


Lecture on Medical Care.—Dr. Ernest E. Irons, Chicago, 
President, American Medical Association, will speak on “Good 
Medical Care for Our Citizens” at a meeting of the Chicago 
Council on Community Nursing January 23 at 3 p. m. in 
John B. Murphy Auditorium, 50 East Erie Street. 

The Fourteenth Fenger Lecture.—The fourteenth Chris- 
tian Fenger Lecture of the Institute of Medicine of Chicago and 
the Chicago Pathological Society will be delivered at the Palmer 
House January 27 at 8 p. m. by Dr. John G. Kidd, professor of 
pathology, Cornell University Medical College, New York, on 
“Experimental Necrobiosis—A Venture in Cellular Pathology.” 

Institute Confers Citizen Fellowships.—At the annual 
meeting of the Chicago Institute of Medicine December 6 
“citizen fellowships” were conferred on Samuel A. Goldsmith, 
chairman of the Jewish Charities, Sterling Morton and Gilbert 
H. Scribner. Mr. Goldsmith’s citation was for his work as 
leader of the Chicago-Cook County Health Survey and in other 
related activities im the field of health. Mr. Morton was honored 
lor his contributions to St. Luke’s Hospital, including the new 
Morton clinic. Mr. Scribner’s award was for his work in the 
rehabilitation of Cook County Hospital and Cook County 
Infirmary, Oak Forest. 

University Appointments and Promotions. — Dr. Hugh 
McCulloch, chief of the medical staff of LaRabida Jackson 
Park Sanitarium, has been appointed a professional lecturer in 
pediatrics at the University of Illinois College of Medicine. 
A graduate of Johns Hopkins University School of Medicine, 
Baltimore, 1912, he formerly taught pediatrics at Washington 
University School of Medicine, St. Louis. Dr. Sigvald Refsum, 
who recently arrived in Chicago from Oslo, Norway, has been 
‘pointed a professorial lecturer in psychiatry. He will con- 
ay his studies and research in electroencephalography with 

. Frederic A. Gibbs, Chicago, in the Consultation Clinic for 

pilepsy. Dr. Francis H. Straus has been promoted to 
neal professor of surgery. Other promotions include William 

-*uruta, Ph.D., to the rank of assistant professor of anatomy 

Dr. Benjamin Pearlman to the rank of clinical assistant 
Pro of medicine. 
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IOWA 


Personals.—Dr. Cecil S. O’Brien, since 1925 professor and 
head of the department of ophthalmology of the State University 
of Iowa College of Medicine, Iowa City, has resigned effective 
November 1 and will retire to a ranch in southern Arizona.—— 
Dr. Leon H. Flancher, head of the Division of Tuberculosis 
Control of the Iowa State Department of Health, resigned effec- 
tive November 15. He will go to the San Beach Sanatorium at 
Lake Park, Minn., as superintendent and medical director. 

University Appointments.— Dr. Rubin H. Flocks, pro- 
fessor of genitourinary surgery at Iowa State University College 
of Medicine, has been named head of the department of urology. 
Dr. Flocks, a graduate of Johns Hopkins University School of 
Medicine, Baltimore (1930), has been associated with the Uni- 
versity since 1932. Dr. Edward C. Clark, of Henry Ford Hos- 
pital, Detroit, has been appointed assistant professor of neurology. 
Dr. Clark is a graduate of Western Reserve University School 
of Medicine, Cleveland (1943). Dr. James W. Culbertson has 
been appointed an assistant professor of internal medicine and 
director of the laboratory for cardiovascular research at the 
State University of Iowa College of Medicine, Iowa City. 
Dr. Culbertson comes from the faculty of the Boston Univer- 
sity School of Medicine, where he has been associated with the 
Evans Memorial department of clinical research and preventive 
medicine for the Massachusetts Memorial Hospitals. The lab- 
oratory for cardiovascular research of the State University of 
Iowa recently received a grant of $15,000 from the Iowa Heart 
Association for the purchase of equipment. Dr. T. Lyle Carr 
was recently appointed an assistant professor in the department 
of internal medicine. Dr. Carr graduated from the University of 
Cincinnati College of Medicine in 1943 and has since been asso- 
ciated with the University Hospitals, Iowa City. Dr. Paul M. 
Seebohm has been appointed an associate in the department of 
internal medicine and will direct the allergy clinic at the Uni- 
versity Hospitals. He also graduated from the University of 
Cincinnati in 1941 and has recently been associated with the 
allergy clinic of the Roosevelt Hospital of New York City. 
Dr. Howard Krouse, Cincinnati, has been appointed assistant 
professor of psychiatry. He is a graduate of the college (1943). 


KANSAS 


Rural Practice Made Graduation Requirement.—Eleven 
weeks of training in the field of rural medicine will become 
a prerequisite for graduation from the University of Kansas 
School of Medicine, Lawrence-Kansas City, under a new policy 
recently announced by Dr. Franklin D. Murphy, dean of the 
medical school. Senior students will spend this time as observers 
in the offices of general practitioners in Kansas towns of under 
2,500 population. Thirty-nine preceptors chosen from a list of 
200 doctors submitted to the school by the Kansas Medical 
Society will provide board and room for the students in return 
for their assistance. A student will not be allowed to practice 
until he has received his license. At the end of the 11 weeks 
the preceptor will make a written report to the school covering 
the student’s interest and the evaluation of his capabilities. 
A similar plan has been carried out in Wisconsin for the last 
16 years and was set up in Oklahoma this year. The Kansas 
program will dovetail into the rural health program set up more 
than a year ago to encourage more young doctors to settle in 
rural areas in the state. 


LOUISIANA 


Dr. Watson to Give Matas Lecture.—The third annual 
lecture in honor of Dr. Rudolph Matas, emeritus professor of 
surgery, Tulane University of Louisiana School of Medicine, 
New Orleans, will be presented at 8 p. m. January 27 at 
Hutchinson Memorial, Tulane Medical School, under the 
auspices of Nu Sigma Nu medical fraternity. Dr. Cecil J. 
Watson, professor of medicine at the University of Minnesota, 
Minneapolis, will speak on “Modern Concepts of Liver Function 
and Their Alteration in Disease.” The lecture will be open to 
the public. 

Faculty Appointments.—Dr. John P. Fox, former acting 
director of the Obion County health department in Tennessee, 
has been appointed professor of epidemiology in the Tulane 
University of Louisiana School of Medicine-——Promotions of 
staff members of the Louisiana State University School of 
Medicine are as follows: In the department of biochemistry 
Fred G. Brazda, Ph.D., formerly associate professor and head 
of the department of biochemistry, has been promoted to the 
rank of full professor and head of the department. Dr. Brazda 
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has been with the school of medicine since 1938. Other promo- 
tions include Roland A. Coulson, Ph.D., associate professor, and 
Dr. Thomas Hernandez, assistant professor. In the department 
of medicine appointments include Dr. Louis A. Monte, clinical 
professor; Dr. Walton R. Akenhead, Dr. John H. Seabury, Dr. 
Oscar Blitz and Dr. Joseph O. Weilbaecher Jr., clinical asso- 
ciate professors; Dr. Harry E. Dascomb, assistant professor, 
and Dr. Homer J. Dupuy and Dr. Carl H. Rabin, clinical assis- 
tant professors 


MICHIGAN 
Imposter.—Charles Lane, 49, a medical supply salesman of 
1001 N. Martha, Dearborn, in October was found guilty by 


Recorder's Judge John J. Maher of practicing medicine without 
a license. He was placed on two years’ probation. 

State Proctologic Society.—The Michigan State Procto- 
logic Society was formed at a dinner meeting in Grand Rapids 
of 30 physicians and surgeons attending the September meet- 
ing of the Michigan State Medical Society. Dr. Edward F. 
Sladek, Traverse City, retiring president of the medical society, 
was named president of the new group. 

Regional Salmonella Centers.—The Division of Labora- 
tories of the Michigan State Department of Health has been 
designated a regional Salmonella center to collaborate with 
the World Salmonella Center at the State Serum Institute, 
Copenhagen, Denmark. Laboratories will be responsible for 
the identification of cultures of Salmonella-like bacteria from 
the Middle West. The World Salmonella Center was estab- 
lished in 1945 by authority of the World Health Organization. 
Other regional Salmonella centers in the United States are in 
the Communicable Disease Center in Atlanta, Ga. the New 
York City Health Department and the New York State Labora- 


tories in Albany 
MINNESOTA 


Lecture by Swedish Physician.—Dr. F. Gosta Dohlman, 


lund University, Sweden, delivered the David Tilderquist 
lecture at the November meeting of the St. Louis County 
Medical Society in Duluth. He presented the society an 


historical sword, carried by one of the medical officials in the 
Swedish Sanitary Medical Corp, as a token of friendship. 


NEW YORK 


Personal.— Dr. Theodore J. C. Von Storch, Albany, 
addressed the Bronx Society of Neurology and Psychiatry at 
Montefiore Hospital for Chronic Diseases, Bronx, October 20 
on “Migraine.-——Dr. Edward J. Hannan, after 26 years of 


medical inspection in the public schools of Troy, has retired. 


State Nursing Schools Registration at Record High.— 
The number of students admitted annually to the 18 schools of 
nursing conducted by the New York State Department of 
Mental Hygiene has more than doubled in three years. Enrol- 
ment of 360 new students in September this year is the largest 
in the department's history, marking an increase of 208 over 
the number enrolled in September 1946 for the first postwar 
classes. This year 154 men enrolled, comprising nearly half of 
the new registration, as compared with less than a third in 
1946. 

New York City 

Brickner Lecture.—The sixteenth Walter M. Brickner 
Lecture will be given at the Hospital for Joint Diseases, New 
York City, by Dr. Ephraim Shorr, associate professor of 
medicine, Cornell University Medical College, December 27, 
at 8:30 p. m. on “Skeletal Metabolism and Renal Calculus 
Formation.” 

Society News.—The International Spanish Speaking Asso- 
ciation of Physicians held a symposium on recent medical dis- 
coveries on November 18. The Metropolitan New York 
Chapter of the Association of Military Surgeons and the New 
York Academy of Medicine will hold a joint meeting at 8: 30 
p. m. January 6 at the academy. Dr. Warren P. Dearing, 
Deputy Surgeon General, U. S. Public Health Service, will 
speak on “Civilian Health, a Joint Responsibility.” Ralph W. 
Wyckoff, Ph.D., scientific director, National Institutes of Health, 
Bethesda, Md., will discuss “Recent Advances in Electronic 
Microscopy.” 

Multiple Sclerosis Clinic.—A research clinic for multiple 
sclerosis and related disorders of the nervous system has been 
established at the Montefiore Hospital for Chronic Diseases 
in the Bronx. This clinic has been made possible by a grant 
from the National Multiple Sclerosis Society in conjunction 
with the facilities offered by the Montefiore Hospital. The 





only other research clinic thus far established by the society is 
in Boston. 


The Montefiore Clinic will conduct investigations 
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on the diagnosis and treatment of multiple sclerosis. Appoint. 
ments may be made at the clinic only in writing. Inquiries 
should be addressed to the Multiple Sclerosis Clinic, Monte. 
fiore Hospital, New York 67. 

Portrait of Dr. Tilney.—A portrait of the late Dr. Freq. 
erick Tilney was unveiled by his widow November 30 at the 
Neurological Institute of Presbyterian Hospital. It was then 
presented to the institute on behalf of a committee of friends 
and associates of Dr. Tilney, who was professor of neurology 
Columbia University College of Physicians and Surgeons and 
was connected with Neurological Institute from 1919 until the 
time of his death in 1938. It was largely through his efforts that 
in 1929 the Neurological Institute merged with the department 
of neurology of the College of Physicians and Surgeons and 
moved to the Columbia Presbyterian Medical Center. Dr 
Tilney did research in comparative anatomy and morphology 
and in 1928 published his book “The Brain from Ape to Man.” 

Lectures on Office Management of Venereal Disease. 
—The Bureau of Social Hygiene, New York City Department 
of Health, beginning January 14, is offering a series of 14 
lectures for physicians on the office management of venereal 
disease. Dr. Marion B. Sulzberger, professor of dermatology 
and syphilology, Post-Graduate Medical School, New York 
University-Bellevue Medical Center, will open the series with 
a lecture on “Allergy in Venereal Disease.” All meetings will 
start at 10:30 a. m. and will be held on consecutive Saturdays 
through April 15 in the second floor auditorium of the Health 
Department, 125 Worth Street, Manhattan. No registration or 


fee is required. 
NORTH CAROLINA 


Personal.—The State Board of Medical Examiners in 
regular session in Asheville October 17 elected Dr. James B. 
Bullitt, Chapel Hill, former professor of pathology at the Uni- 
versity of North Carolina, as a member to fill the unexpired 
term of the late Dr. Thomas Leslie Lee. 


Organize State Health Council.—At a conference of health 
and welfare leaders of the state September 30 the State Health 
Council of North Carolina was organized, with Dr. William P. 
Richardson, Chapel Hill, as president. The action followed a 
two year study by a special committee named in 1947 at the 
first North Carolina Health Conference. The health council is 
to provide a means for coordinating the health activities of 
public and private agencies. Leslie R. Boyd, Raleigh, state 
relations officer of the Red Cross, was named secretary and 
Reid T. Holmes, Winston-Salem, president of the North Caro- 
lina Hospital Association, was named treasurer. 


SOUTH CAROLINA 


Dr. Sims’ Birthplace.—The Waxhaws chapter of the 
Daughters of the American Revolution unveiled a marker at 
the birthplace of Dr. J. Marion Sims near Heath Springs 
October 13. The principal address was given by Dr. Seale 
Harris, Birmingham, Ala., who recently completed a book on 
the life of Dr. Sims, “The Woman’s Surgeon.” Dr. Sims was 
the founder of modern gynecology and of the Woman's Hospital 
of New York, erected in 1885, the first hospital in the world 
which provided treatment for female diseases exclusively. Dr. 
Sims perfected the instruments and technic for a successful 
operation for vesicovaginal fistula. His life-size statue in bronze 
stands in Bryant Park in New York City. The South Carolina 
Medical Association, the state and friends erected a statue on 
the State House Grounds in Columbia in 1929, and the Marion 
Sims Memorial Hospital at Lancaster is dedicated to his 


memory. 
TEXAS 

Society News.—At the meeting of the Texas Urological 
Society November 28, Dr. Hub E. Isaacks, Fort Worth, was 
elected president, Dr. William H. Heck, San Antonio, vice 
president and Dr. John M. Pace, Dallas, secretary. 

Visiting Chinese Lecturer.—Dr. Robert K. S. Lim, visiting 
professor of physiology at the University of Illinois, Chicag®, 
and former Surgeon General of the Chinese national armies, 
will speak to the students and staff of the University of Texas 
Medical Branch, Galveston, December 19 and 20 on “Nervous 
and Chemical Control of Gastric Secretion.” Dr. Lim was 
professor of physiology at Peiping Union Medical College before 
taking charge of the medical activities of the Chinese 
armies. 

Training Schools for Spastic Children.—The Texas State 
Hospital Board, under the chairmanship of Mr. Claude Gilmet 
former speaker of the Texas House of Representatives, is co® 
sidering the location of training schools for spastic 
Offers of cooperation have been received from the Medical 
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School of the University of Texas at Galveston and Dallas. It 
has been proposed to extend the facilities of the Stewart Home 
for Convalescent Children at the University of Texas Medical 
Branch, Galveston, to include a training center for patients with 


alsy. 
cerebral palsy WASHINGTON 


Virus and Rickettsial Diagnostic Laboratory Service.— 
A laboratory for diagnostic work in viral and rickettsial dis- 
eases has just been opened by the department of public health 
and preventive medicine of the Washington University School 
of Medicine, Seattle, with the cooperation of the State Depart- 
ment of Health. This laboratory. which is operated as a service 
to the medical profession of the state, is now prepared *o accept 
suitable clinical specimens for investigation. Reports will be 
made to the attending physician as promptly as possible. Physi- 
cians with diagnostic material to submit are urged to consult 
their local health departments, hospital laboratorv or private 
clinical laboratories for information on the proper specimens 


to obtain. 
PUERTO RICO 


Medical Association Meeting.—The annual assembly of 
the Medical Association of Puerto Rico was held December 
14-18 at the Association Building in Santurce under the presi- 
dency of Dr. Manuel A. Astor. Invited speakers were Drs. 
Russell L. Cecil, New York; Samuel F. Marshall and Chester 
M. Jones, both of Boston; Donato G. Alarcon, Mexico, D.F.; 
Robert D. Taylor, Cleveland; Herbert E. Schmitz, Chicago; 
Milton J. Senn, New Haven, Conn.; Hyman I. Goldstein, 
Camden, N. J.; Austin L. Joyner, Pearl River, N. Y.; George M. 
Saypol, New York; George M. Piersol, Philadelphia; Eugene H. 
Payne, Detroit; Harold M. Jesurun, San Antonio, Texas, and 
J. Burns Amberson, New York. 


GENERAL 


Dr. Michaelis Dies.—Dr. Leonor Michaelis, member 
emeritus of the Rockefeller Institute for Medical Research, died 
of coronary disease October 8, aged 74. A native of Germany, 
he attended the University of Berlin. He came to Johns Hop- 
kins University from Germany in 1926 as a resident lecturer 
and three years later was appointed member of the Rockefeller 
Institute. His manual of physical chemistry and his book on 
oxidation-reduction potentials have been translated into many 
languages. 

Research Fellowships Available.— The Life Insurance 
Medical Research Fund invites faculty members to nominate 
candidates for 1950-1951 student fellowships for research in the 
medical sciences (predoctoral). These fellowships are open to 
those who will have completed one year or more of work in a 
medical or graduate school and are in a position to devote at 
least three quarters of tHeir time to research. Preference is given 
to those who wish to work on fundamental problems in cardio- 
vascular function. The usual stipend is at the rate of $1,600 
to $2,000 per annum. Candidates themselves should not apply 
but should be nominated by investigators willing to sponsor 
them on the basis of personal knowledge of the candidates. 
The closing date for 1950 nominations is Feb. 15, 1950. Infor- 
mation may be obtained from the scientific director of the fund 
at 2 East 103d Street, New York 29. 


Society Elections. — The American Association of Blood 
Banks at its meeting in Seattle November 3-5 installed Dr. 
Thomas H. Seldon, Rochester, as president, and chose Dr. 
Paul I. Hoxworth, Cincinnati, president-elect. Miss Marjorie 
Sauders, LL.B., Dallas, Texas, was reelected secretary, and 
Mrs. Charles D. Hamphill, San Francisco, treasurer——The 
American Academy of Neurological Surgery at its annual meet- 
ing in Portland in October selected the following officers: Dr. 
Edmund H. Botterell, Toronto, president, and Dr. Wallace B. 
Hamby, Buffalo, secretary-treasurer——The Gulf Coast Clinical 
Society at its annual meeting in Pensacola elected Dr. Grady O. 
Segrest, Mobile, Ala., as president and Dr. Emit L. McCafferty 
Jr., Mobile, secretary-treasurer——At the recent annual meet- 
ing of the Conference of State and Provincial Health Authorities 
of North America the following officers were elected: Drs. 
Roy L. Cleere, Denver, president and Lonsdale J. Roper, Rich- 
mond, Va., vice president. 


Record Low Industrial Mortality.—The mortality rate 
among the industrial policy holders of the Metropolitan Life 
‘nsurance Company seems destined to set a new low record 
in 1949, according to the Statistical Bulletin of the company. 
For the first 9 months of 1949 the death rate was 6.5 per 
: , or 22 per cent below the previous low, established 
im the corresponding period in 1948. The latest comparable 
figure for the entire United States was a rate of 9.7 for the 
first 9 months of the year released by the National Office of 
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Vital Statistics. The insurance experience shows a reduction 
in mortality in every age group except 10-14 years among white 
male subjects. The death rate for the age range 5-19 years has 
reached the low level of 0.5 per thousand for female and 0.8 
for male subjects. Both pneumonia and tuberculosis are showing 
steady declines in annual mortality rates. Particularly note- 
worthy is a decline in the death rate from cardiovascular-renal 
diseases. The high incidence of poliomyelitis was the outstanding 
unfavorable development in 1949. The death rate among the 
industrial policy holders was 1.5 per hundred thousand in the 
first 9 months of 1949 as compared with 0.7 in 1947 and 1.0 
in 1946, the previous high of recent years. These are all far 
below the record rate of 1916, 12.2 per hundred thousand in 
this insured group. Accidental deaths registered the lowest rate 
on record for this period of the year. Home and occupational 
accidents were at minimum levels, while the rate from motor 
vehicle fatalities was the lowest since the war. 

Lasker Awards in Mental Hygiene. — The 1949 Lasker 
Awards of the National Committee for Mental Hygiene were 
presented to Mildred C. Scoville, executive associate of the 
Commonwealth Fund, and Albert Deutsch, New York, Novem- 
ber 17 at the annual committee meeting. Miss Scoville was 
cited “for outstanding contribution to the integration of mental 
health concepts in medical education and public health” and 
was presented with an award of $1,000. Mr. Deutsch received 
a replica of the Winged Victory of Samothrace and $500 “for 
public information leading to public action.” 


GREAT BRITAIN 


University Celebrates 350th Anniversary.—The Royal 
Faculty of Physicians and Surgeons of Glasgow, Scotland, 
observed its 350th anniversary November 23-December 2. On 
the opening program Dr. Archibald L. Goodall delivered the 
Finlayson Memorial Lecture on the history of the faculty. The 
Royal Faculty of Physicians and Surgeons is one of the medical 
corporations which, equally with the universities, has power to 
grant licenses to practice medicine and to award higher medical 
diplomas. King James VI in 1599 granted a charter to 
“Maister Peter Low with the assistance of Mr. Robert Hamil- 
tone, professoure of medicine.” In 1910 King Edward VII 
granted the title “The Royal Faculty of Physicians and 


Surgeons.” 
JAPAN 


Japan to Honor Noguchi.—A picture of Dr. Hideyo 
Noguchi, physician and bacteriologist, who gave his life to 
medical science, appears on the first of a new series of postage 
stamps featuring famous Japanese, which was issued November 
3. After graduating from Tokyo Medical College in 1897, he 
joined the Rockefeller Institute for Medical Research in 1904. 
Dr. Noguchi made contributions to the knowledge of infantile 
paralysis, serpent venoms and hydrophobia but is best known 
for his work on syphilis and yellow fever. He was the first to 
obtain a pure culture of the Treponema pallidum. In 1914 he 
was a member of an expedition to Ecuador. He developed a 
prophylactic vaccine against yellow fever. While on a similar 
expedition to Africa he was stricken with the disease and 
died May 21, 1928. 





Marriages 





Janet Mary Jacosson, Oak Park, Ill, to Mr. Lester 
McClellan Whitmore Jr., of Salem, Va., recently. 

Bertram H. EcKMANN, Yonkers, N. Y., to Miss Estherlea 
Cohen of Canton, Ohio, in Cleveland, October 25. 

Ratpu Lesire Cupiipp Jr., Brasher Falls, N. Y., to Miss 
Mary Ruth Flannery in Miami, Fla., in October. 

Davin WALKER Krinwnarrp, Louisville, Ky., to Miss Lillian 
Elaine Harris in Cordele, Ga., in September. 

Leroy Beattie Dennis JR., Florence, S. C., to Miss Sarah 
Irene Burnett of Spartanburg, October 12 

CuHartes L. ZIMMERMAN, Danville, Pa., to Miss Bessie 
Dutro at Northumberland, October 22 

Henry DeWrtt Meapers, Newnan, Ga., to Miss Bebe 
Moor of Marietta, November 9. 

James Sasrit CLARKE, Asheville, N. C., to Miss Doris Jean 
Lyles of Charlotte, October 15. 

Kemper Davin Lake, Whitmire, S. C., to Miss Muriel Har- 
mon in Newberry, October 29. 

Frep Atuison Jr., Auburn, Ala. to Miss Clara Knox of 
Nashville, Tenn., October 14. 











Deaths 


Clarence Olds Sappington @ Chicago; born in Kansas 
City, Mo., Sept. 29, 1889; Leland Stanford Junior University 
School of Medicine, San Francisco, 1918: executive officer, 
Committee on Workmen's Compensation, Council on Industrial 
Health of the American Medical Association and in 1947-1948 
chairman Section on Preventive and Industrial Medicine and 
Public Health; member and past president of the Central 
States Society of Industrial Medicine and Surgery; member 
of the Illinois State Medical Society, Industrial Hygiene Foun- 
dation of America, American Chemical Society, Chicago Society 
of Industrial Medicine and Surgery, American Social Hygiene 
\ssociation, National Safety Council, serving as directer of the 
division of industrial health from 1928 to 1932, and the Industrial 
Management Society; past president of the Harvard Public 
Health Alumni Association and the Chicago Section of the 
American Industrial Hygiene Association; formerly secretary 
of the section on industrial medicine, California State Medical 
\ssociation; member of the board of directors of the American 
\ssociation of Industrial Physicians and Surgeons; member of 
the American Public Health Association, the American Aca- 
demy of Occupational Medicine and the American Association 
for the Advancement of Science; served as assistant surgeon 
in the U. S. Public Health Service, medical director of the 
Pacific Division of Montgomery Ward & Company and the 
Pacific Coast Shipbuilding Company; formerly industrial con- 
sultant of the San Francisco Tuberculosis Association ; specialist 
certified by the American Board of Preventive Medicine and 
Public Health; beginning in 1926 lecturer on industrial medicine 
and industrial hygiene at the University of Michigan, Ann 
Arbor, his alma mater, University of California, San Francisco, 
Rush Medical College and University of Illinois College of 
Medicine in Chicago, Purdue University, Lafayette, Ind., Uni- 
versity of Chicago, Loyola University School of Medicine in 
Chicago, Brown University, Providence, R. I.; teaching fellow 
in industrial hygiene at the Harvard University School of Public 
Health, Boston, from 1922 to 1924; in 1939 received the W. S. 
Knudsen Award for the most outstanding contribution to indus- 
trial medicine during 1938-1939 on the basis of his book “Medico- 
Legal Phases of Occupational Diseases”; since 1930 delegate or 
member to various international congresses on industrial acci- 
dents and diseases; editor of Industrial Medicine and Surgery; 
contributing editor on industrial medicine, California and Wes- 
tern Medicine; member of the board of editors of the Sight- 
Saving Review; author of “Industrial Health—Asset or Lia- 
bility” (1939) and “Essentials of Industrial Health” (1943) ; 
industrial health consultant for tw :nty-five years; died Novem- 
ber 6, aged 60, of coronary thrombosis. 

William Byron Black ®@ Kansas City, Mo.; born in Wind- 
sor, Mo., April 16, 1892; University of Kansas School of 
Medicine, Kansas City, 1922; specialist certified by the Ameri- 
can Board of Otolaryngology; fellow of the American College 
of Surgeons, American Academy of Ophthalmology and Oto- 
laryngology, American Laryngological, Rhinological and 
Otological Society and the American College of Allergists, of 
which he was a member of the board of regents; secretary- 
treasurer from 1941 to 1946 and in 1947 president of the Ameri- 
can Society of Ophthalmologic and Otolaryngologic Allergy; 
past president and secretary and treasurer of the Kansas City 
Society of Ophthalmology and Otolaryngology; founder and 
past president of the Kansas City Anatomical Society; fellow 
and member of the founders group of the International Asso- 
ciation of Allergists; member of the Southern Medical Associa- 
tion and the Kansas City Southwest Clinical Society; affiliated 
with the Menorah and St. Joseph’s hospitals; died October 23, 
aged 57, of coronary occlusion. 


Robert Tilden Frank ® New York; born in New York 
May 11, 1875; Columbia University College of Physicians and 
Surgeons, New York, 1900; served on the faculty of his alma 
mater and the University of Colorado School of Medicine in 
Denver, where he was on the staffs of the University and 
General hospitals; member of the American Gynecological 
Society and the Association for Internal Secretions; honorary 
member of the Gynecological and Obstetrical Society of Buenos 
Aires; fellow of the American College of Surgeons; specialist 
certified by the American Board of Obstetrics and Gynecology ; 
served with the American Expeditionary Forces in France 
during World War I; consulting gynecologist at Mount Sinai 
Hospital, where he served in various capacities; in 1930 deliv- 
ered the first Harvey Society Lecture at the New York Acad- 





@ Indicates Fellow of the American Medical Association. 
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emy of Medicine; author of “Female Sex Hormone” and 
“Gynecological and Obstetrical Pathology” ; died in the Doctors 
Hospital October 15, aged 74, of carcinoma of the sigmoid, 

William E. Abrams ® Spokane, Wash.; Kansas City 
(Mo.) Medical College, 1904; an Associate Fellow of the 
American Medical Association; at one time practiced in Kansas 
City, Mo., where he was affiliated with St. Joseph’s Hospital: 
died in Pullman October 22, aged 75, of coronary occlusion 
and hypertension. 

Joseph Henry Acton, Endicott, N. Y.; McGill University 
Faculty of Medicine, Montreal, Canada, 1925; member of the 
American Medical Association; served in the Royal Air Force 
during World War I; died October 24, aged 49, of myocardial 
intarction. 

William Lott Ainsworth, Charlottesvilie, Va.; Emory 
University School of Medicine, Atlanta, 1943; served during 
World War II; resident urologist at the University of Virginia 
Hospital, where he died October 24, aged 32. 


Harry Elden Anderson @ Los Angeles; College of Medi- 
cal Evangelists, Loma Linda and Los Angeles, 1924: affiliated 
with Community Hospital in Culver City, where he died Octo- 
ber 25, aged 52, of cerebral hemorrhage. 


Dexter David Ashley, Torrington, Conn.; Missouri Medi- 
cal College, St. Louis, 1896; Bellevue Hospital Medical College, 
New York, 1898; member of the Medical Society of the State 
of New York and the American Medical Association: consult- 
ing orthopedic surgeon at Litchfield County Hospital, Winsted, 
— he died October 15, aged 85, of arteriosclerotic heart 
disease. 


Delano Richard Aves, La Porte, Texas; University of 
Texas School of Medicine, Galveston, 1913; member of the 
American Medical Association; served overseas during World 
War I; died in the Veterans Administration Hospital, Houston, 
October 27, aged 61, of acute cardiac failure. 


Elbert Baker, Paris, Mo.; St. Louis University School 
of Medicine, 1912; served during World War I; died October 
6, aged 60. 

William Sylvester Bartholomew, Grand Island, Neb: 
Lincoln Medical College of Cotner University, 1907; member 
of the American Medical Association; served during World 
War I; resident physician at the Nebraska Soldiers & Sailors 
Home; died October 26, aged 72, of cerebral hemorrhage. 


Carrie K. Bartlett, Iowa City, lowa; Northwestern Uni- 
versity Woman’s Medical School, Chicago, 1898; died in 
University Hospital October 5, aged 83, of heart disease. 

James Stewart Beaty, Rock Hill, S. C.; University of 
the South Medical Department, Sewanee, Tenn., 1906; died 
in Charlotte October 1, aged 67. 


_ George William Becker @ St. Louis; St. Louis Univer- 
sity School of Medicine, 1904; at one time chief physician for 
the city police department; died in St. Anthony’s Hospital 
October 26, aged 71, of heart disease. 

Julius Gyula Bence, Chicago; Magyar Kiralyi Pazmany 
Petrus Tudomanyegyetem Orvosi Fakultasa, Budapest, Hun- 
gary, 1902; elected an honorary Fellow of the American Medi- 
cal Association at the Centennial Session which he attended as 
an official delegate of the government of Hungary, Medical 
Association of Budapest and the Medical Faculty of Royal 
Hungarian University; died November 3, aged 70, of coronary 
thrombosis. 

Alfred Berger, Tannersville, N. Y.; Medizinische Fakultat 
der Universitat, Wien, Austria, 1919; member of the Ameri- 
can Medical Association; died October 28, aged 54. 

Robert Best, Pipestone, Minn.; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1899; associated 
with the Indian Service; died in Ashton Memorial Hospital 
October 6, aged 72, of coronary disease and_ bilateral 
thrombophlebitis. . 


Arthur Lee Blessing, Boonsboro, Md; University ol 
Maryland School of Medicine, Baltimore, 1891; died in Wash- 
ington County Hospital, Hagerstown, October 22, aged 81. 

Carl Clinton Borden ® Miamisburg, Ohio; Ohio State 
University College of Medicine, Columbus, 1915; 
with Miami Valley Hospital, where he died October 24, aged 
56, of coronary thrombosis. 

Bernard Samuel Bretherick, Port Allegany, Pa.; Hahne 
mann Medical College and Hospital of Philadelphia, 1931; 
served overseas during World War II; member of the Amefi- 
can Medical Association; affiliated with the Port Al 
Community Hospital, where he died October 24, aged 
coronary thrombosis. 
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Arthur Mansfield Brown, Erlanger, Ky.; State Univer- 
sity of lowa College of Medicine, lowa City, 1920; served 
during World War I; for many years associated with the 
Veterans Administration, serving on the staff of the Veterans 
Administration Center in Dayton, where he died October 4, 
aged 67, of coronary sclerosis and hypertension. 

Frank Edwin Brundage ® Buffalo; University of Buf- 
falo School of Medicine, 1909; served during World War II; 
formerly school physician; chief medical officer of the Veterans 
Administration for Western New York; died in Buffalo Gen- 
eral Hospital October 25, aged 68, of carcinoma of the colon. 

David Hampton Bryan, Hillsboro, Tenn.; University of 
Tennessee Medical Department, Nashville, 1890; member of 
the American Medical Association; died October 19, aged 91, 
of pneumonia. 

Donald Barker Buge, Long Beach, Calif.; Northwestern 
University Medical School, Chicago, 1929; member of the 
American Medical Association; served during World War 
II; was found beaten to death October 13, aged 44. 

Leo Sylvester Burns, South St. Paul, Minn.; University 
of Minnesota Medical School, Minneapolis, 1929; member of 
the American Medical Association; formerly school physician ; 
past president of the Dakota County Medical Society; served 
during World War II; died September 7, aged 48. 

Peter Louis Cabibbe, Independence, Iowa; Regia Univer- 
sita di Pisa Facolta di Medicina e Chirurgia, Italy, 1934; 
member of the American Psychiatric Association; affiliated 
with Independence State Hospital; died August 8, aged 38, of 
uremia. 

Volney Sumpter Campbell, Murfreesboro, Tenn.; Uni- 
versity of Nashville (Tenn.) Medical Department, 1905; mem- 
ber of the American Medical Association; died September 17, 
aged 69. 

Edward D. Canatsey @ Jacksonville, Ill.; Barnes Medical 
College, St. Louis, 1904; affiliated with Passavant Memorial 
Hospital and Our Saviour’s Hospital, where he died October 
27, aged 71, of carcinoma of the colon. 


Henry Sumner Canby, Denver; University and Bellevue 
Hospital Medical College, New York, 1901; for many years 
on the staff of Denver General Hospital; died October 11, 
aged 73, of cerebral arteriosclerosis. 

James Roberts Care, Norristown, Pa.; Jefferson Medical 
College of Philadelphia, 1886; died October 12, aged 84, of 
cerebral hemorrhage. 

Harry Keyser Carey @ Philadelphia; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1898; served 
during World War I; died in St. Luke’s and Children’s Medi- 
cal Center October 31, aged 73. 

Alfonso Carfagna, Cleveland; Regia Universita degli Studi 
di Genova Facolta di Medicina e Chirurgia, Italy, 1912; died 
in St. Luke’s Hospital September 26, aged 64, of cerebral vas- 
cular accident. 

George Arthur Carhart @ Milwaukee ; Columbia University 
College of Physicians and Surgeons, New York, 1899; special- 
ist certified by the American Board of Internal Medicine; past 
president of the Milwaukee Academy of Medicine; served on 
the staff of Columbia Hospital; medical director of the Wis- 
consin Telephone Company; died August 14, aged 76, of car- 
cinoma of the colon. 

Daniel Vincent Catalano, Staten Island, N. Y.; Jeffer- 
son Medical College of Philadelphia, 1915; past president of 
the Richmond County Medical Society; member of the Ameri- 
can Medical Association; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the American 
College of Surgeons and the New York Academy of Medicine ; 
served in France during World War I; affiliated with St. Vin- 
cents and Richmond Memorial hospitals; died October 16, 
aged 59, of carcinoma of the lung. 

William John Cavanaugh, Poughkeepsie, N. Y.; Albany 
(N. Y.) Medical College, 1899; member of the American 
edical Association; for many years affiliated with the Hudson 

State Hospital ; died October 23, aged 75. 

Oliver John Champion, Columbia, S. C.; Meharry Medi- 
cal College, Nashville, 1925; affiliated with Columbia Hospital 
rt the <] Samaritan-Waverly Hospital; examiner for the 
o spotinn Mutual Life Insurance Company ; died in Octo- 

Howard Fritz Clark ® Stuart, Iowa; Western Pennsyl- 
Hee Medical College, Pittsburgh, 1905; died in Iowa Lutheran 

ospital, Des Moines, September 1, aged 68, of coronary 
thrombosis. 








DEATHS 


1181 





William O. Cobb, Gardiner, Maine; Dartmouth Medical 
School, Hanover, N. H., 1897; member of the American Medi- 
cal Association; served as mayor of Gardiner and as state 
senator; affiliated with Gardiner General Hospital; died Octo- 
ber 18, aged 80, of arteriosclerosis. 

Max Neuman Cohnreich, New York; Universitat Leipzig 
Medizinische Fakultat, Saxony, Germany, 1908; died in October, 
aged 66. 

Edward Martin Colie Jr.. ® New York; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1905; 
fellow of the American College of Surgeons; served during 
World War I; affiliated with Midtown Hospital; died October 
22, aged 70, of heart failure. 

Lawrence Amos Connell, Orwell, Ohio; Ohio Medical 
University, Columbus, 1898; for many years county health 
officer; died in the Salem City (Ohio) Hospital September 23, 
aged 72, of cerebral hemorrhage. 

Mabell Melissa Cook, Orange, Mass.; Woman's Medical 
College of the New York Infirmary for Women and Children, 
New York, 1887; affiliated with the Eastern Star Home; died 
October 11, aged 86. 


Joseph Anthony Coscarello, Philadelphia; Hahnemann 
Medical College and Hospital of Philadelphia, 1924; member 
of the American Medical Association; served during World 
War I; affiliated with Community, Women’s Homeopathic and 
St. Agnes hospitals; died October 15, aged 51. 

J. Edwin Craig, Paducah, Ky.; Memphis (Tenn.) Hospi- 
tal Medical College, 1889; died in Riverside Hospital September 
28, aged 81, of cerebral hemorrhage. 

Leslie Higley Stark De Witt ® Kalamazoo, Mich.; 
University of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1910; died in Borgess Hospital October 9, aged 62, 
of hypertension. 

Alexander Evans Dunbar ® Brooklyn; Long Island Col- 
lege Hospital, Brooklyn, 1920; feliow of the American College 
of Surgeons; past president of the Brooklyn Gynecological 
Society; on the staff of the Methodist Hospital; died Septem- 
ber 14, aged 53. 


Albert Plummer Duryee @ Everett, Wash.; University 
of Pennsylvania Department of Medicine, Philadelphia, 1904; 
at one time health officer; affiliated with Everett General Hos- 
pital; past president of the Washington State Medical Asso- 
ciation and the Snohomish County Medical Society; served 
during World War I; past president of the local Chamber 
of Commerce; died October 30, aged 70, of chronic valvular 
heart disease. 

Andrew William Dwyer, Reedsburg, Wis.; University 
of Wisconsin Medical School, Madison, 1941; served with 
the U. S. Public Health Service Coast Guard during World 
War II; formerly associated with the Veterans Administration ; 
on the staff of the Mendota (Wis.) State Hospital; died in 
Madison September 3, aged 35. 

Berry J. Edwards, Corbin, Ky.; Hospital College of 
Medicine, Louisville, 1905; member of the American Medical 
Association; past president of the Whitley County Medical 
Society ; died in Colorado Springs, Colo., October 21, aged 73, 
of ruptured dissecting aneurysm of the aorta. 

Joan Livingston Egbert, Binghamton, N. Y.; Albany 
Medical College, 1948; interned at the Binghamton City Hos- 
pital; affiliated with Binghamton State Hospital; died October 
21, aged 26, of injuries received in an automobile accident. 

Charles Philip Elwert, Oakland, Calif.; Bellevue Hospi- 
tal Medical College, New York, 1891; died October 20, aged 
87, of heart disease. 

Antonio L. Esposito, Hammonton, N. J.; Hahnemann 
Medical College and Hospital of Philadelphia, 1913; member 
of the American Medical Association; county coroner and 
school physician; won the presidential citation for his work 
with the draft board during World War II; served on the staff 
of the West Jersey Hospital in Camden; died October 11, 
aged 63, of coronary thrombosis. 

Felix G. Eubanks, Decatur, Ark.; Arkansas Industrial 
University Medical Department, Little Rock, 1887; died August 
10, aged 8&4. 

Erwin Eveleth, Fraser, Mich.; Detroit College of Medi- 
cine and Surgery, 1915; health officer of Erwin township and 
the village of Fraser; served during World War I; an exami- 
ner for Draft Board no. 2 during World War II; died Octo- 
ber 28, aged 60, of carcinoma of the right lung. 

Harold Eugene Fraser ® San Francisco; University of 
California Medical School, San Francisco, 1924; member of 
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the American Association of Industrial Physicians and Sur- 
geons; served during World War II; affiliated with St. Francis 
Hospital, where he died September 30, aged 50, of dissecting 
aortic aneurysm. 

Edwin Daniels Gardner ® Marion, Mass.; Harvard Medi- 
cal School, Boston, 1910; fellow of the American College of 
Surgeons: member of the American Urological Association; 
for many years practiced in New Bedford, where he was sur- 
geon in chief at St. Luke’s Hospital; chief surgeon at Tobey 
Hospital, Wareham, where he died October 12, aged 64, of 
hypertension and uremia. 

James Franklin Garrett, New Iberia, La.; Meharry Medi- 
cal College, Nashville, Tenn., 1898; died in October, aged 75. 

Powell West Griffith ® Los Angeles; University of Geor- 
gia School of Medicine, Augusta, 1931; for many years affliated 
with the medical corps of the U. S. Navy; served during World 
War II; on the staff of the Culver City (Calif.) Hospital; died 
October 9, aged 42. 

Frank Livingston Grosvenor ® West Hartford, Conn.; 
University of Buffalo School of Medicine, 1900; past president 
of the Association of Life Insurance Medical Directors; for 
many years medical director of the Travelers Insurance Com- 
pany; died in Hartford Hospital October 14, aged 74, of 
coronary thrombosis. 

William McDowell Halsey ® Oswego, N. Y.; Syracuse 
University College of Medicine, 1902; formerly affiliated with 
the U. S. Public Health Service; on the staff of Oswego 
Hospital; served during World War I; died October 27, aged 


Emmet Lefevre Hawkins, Council Bluffs, lowa; John A. 
Creighton Medical College, Omaha, 1912; member of the 
American Medical Association and the Radiological Society 
of North America; served during World War I; formerly on 
the staff of Mercy Hospital; died October 15, aged 62, of 
hypertensive heart disease and prostatic cancer. 

Joan Frederick Hawkins ® Baltimore; University of 
Maryland School of Medicine, Baltimore, 1906; served on the 
staffs of Maryland General, Franklin Square and University 
hospitals; died in Severna Park September 6, aged 67, of 
cerebral hemorrhage and coronary thrombosis. 

William Francis Healy @ Evansville, Ind.; Indiana 
University School of Medicine, Indianapolis, 1929; affiliated 
with Protestant Deaconess, St. Mary’s and Welborn Memorial 
Baptist hospitals; died in the Hospital of the University of 
Pennsylvania in Philadelphia, October 7, aged 45, of hyperten- 
sive cardiovascular disease. 

John Patrick Hegarty @ Pittsburgh; Western Pennsyl- 
vania Medical College, Pittsburgh, 1902; for many years chief 
of staff of the Roselia Foundling and Maternity Hospital; 
served on the staffs of Passavant Hospital and Mercy Hos- 
pital, where he died October 11, aged 81, of virus pneumonia. 

Josiah Benjamin Hibbitts, Nashville, Tenn.; Bellevue 


Hospital Medical College, New York, 1889; died September. 


30, aged 86, 

Emerson Stanley Hill @ Torrington, Conn.; McGill Uni- 
versity Faculty of Medicine, Montreal, Canada, 1923; specialist 
certified by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and Otolaryn- 
gology; fellow of the American College of Surgeons; on the 
staff of the Charlotte Hungerford Hospital; died October 26, 
aged 51, of coronary occlusion, hypertension and carcinoma of 
the sigmoid. 

Anna Bolender Hinds, Berwyn, IIl.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; died in the Presbyterian Hospital, Chicago, 
October 24, aged 78, of coronary thrombosis. 

Frederick W. Holtgrewe ® St. Louis; St. Louis Medical 
College, 1889; died October 3, aged 84. 

Jack Harry Horton, Bloomington, Ind.; Indiana Univer- 
sity School of Medicine, Indianapolis, 1944; interned at Denver 
General Hospital ; served during World War II; died in Bloom- 
ington Hospital October 20, aged 29. 

Conrad Irwin Hubert, South Pasadena, Calif.; College 
of Medical Evangelists, Loma Linda and Los Angeles, 1923; 
died in October, aged 54. 

Walter S. Hudson, Okmulgee, Okla.; Barnes Medical 
College, St. Louis, 1909; died in the City Hospital October 2, 
aged 76, of cerebral hemorrhage. 

Paul Thomas Hurt, Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1913; member of the Ameri- 
can Medical Association; served during World War I; affiliated 
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with St. Vincent’s Hospital; died in Gadsden, Ala., September 
23, aged 62, of coronary disease. 

Paul Newton Jepson ® Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 1920; member 
of the American Academy of Orthopaedic Surgeons and the 
International College of Surgeons; fellow of the American 
College of Surgeons; at one time served with the Mayo Clinic 
Rochester, Minn. ; affiliated with the Fitzgerald-Mercy Hospital 
in Darby and Doctors and St. Joseph’s hospitals; died in Potts. 
town (Pa.) Hospital October 24, aged 56, of coronary occlusion 

Arthur Cohen Kalisch ® York, Pa.; Johns Hopkins Upi- 
versity School of Medicine, Baltimore, 1932; served during 
World War II; chief of allergy at York Hospital, where he 
died October 5, aged 43, of cerebral hemorrhage. 

Arthur Clark Loper, Greenport, N. Y.; College of Physj- 
cians and Surgeons, Baltimore, 1896; member of the American 
Medical Association; formerly member of the board of educa- 
tion; for many years chief of staff of the Eastern Long Island 
Hospital; died October 22, aged 81. 

Wentworth Stanley MacDonald ® Montclair, N. J; 
University and Bellevue Hospital Medical College, New York, 
1906; served on the staffs of Montclair Community, Mountain- 
side and St. Vincent’s hospitals; died October 4, aged 69, of 
bronchopneumonia and carcinoma of rectum. 

Roy Carlyle McLaughlin ® Los Angeles; Manitoba Medi- 
cal College, Winnipeg, Man., Canada, 1917; assistant professor 
of otolaryngology at the College of Medical Evangelists, Loma 
Linda; member of the American Academy of Ophthalmology 
and Otolaryngology; specialist certified by the American Board 
of Otolaryngology; affiiated with White Memorial Hospital 
and the Presbyterian Hospital-Olmsted Memorial, where he 
died October 12, aged 59. 

Frank Luther McNeer, Hinton, W. Va.; Maryland Medi- 
cal College, Baltimore, 1911; member of the American Medical 
Association; died October 24, aged 62. 

Francis Milton Mahin, Washington, Iowa; Kentucky 
University Medical Department, Louisville, 1904; member of 
the American Medical Association; formerly on the staff of 
the Washington County Hospital; died October 29, aged 80, 
of heart disease. 

H. P. Marshall, Chattanooga, Tenn.; (licensed in Tennes- 
see in 1889); died October 9, aged 88, of arteriosclerosis and 
diabetes mellitus. 

Louis Richard Marshall, Cleveland; Jefferson Medical 
College of Philadelphia, 1926; member of the American Medi- 
cal Association; specialist certified by the American Board 
of Otolaryngology; served during World War II; affiliated 
with Veterans Administration facilities in various places; died 
in Jacksonville, Fla.; October 23, aged 49, of heart failure. 

Emanuel Roth, Flushing, N. Y.; Medical College of Vir- 
ginia, Richmond, 1927; member of the American Medical 
Association; died October 16, aged 49, of coronary thrombosis. 

Edward Allan Rushford, Salem, Mass.; Tufts College 
Medical School, Boston, 1905; member of the American Medt- 
cal Association; served overseas during World War I; died 
in Salem Hospital October 25, aged 65, of cerebral thrombosis. 

William L. Schreiber, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1907; formerly on the faculty of the 
Medico-Chirurgical College, Graduate School of Medicine, 
University of Pennsylvania; also a dentist; died in the Graduate 
Hospital October 14, aged 71. 

Irving Frank Scofield, Tate, Ga.; Yale University School 
of Medicine, New Haven, 1906: member of the American Medi- 
cal Association; formerly deputy superintendent in charge of 
Cumberland Hospital in Brooklyn; died in Atlanta October 18, 
aged 70. 

Susie Vincent Standard, Medford, Ore.; Barnes Medical 
College, St. Louis, 1904; died in October, aged 74. 

William August Henry Steinmann, St. Louis; Washing 
ton University School of Medicine, St. Louis, 1910; served 
during World War I; died October 11, aged 61. 

Hayden Bonnell Sutherland @ Booneville, Miss. ; Univer: 
sity of Louisville (Ky.) School of Medicine, 1932; member of 
the American Diabetes Association: affiliated with the North- 
east Mississippi Hospital; died October 31, aged 44, of heart 
disease. 

Emile H. Zeilinger, Kansas City, Mo.; Kansas City (Mo.) 
Hahnemann Medical College, 1908; died September 5, aged 67. 

George Ludwig Zuelzer, New York; F riedrich- Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Prussia, Germany, 
1893; served on the staff of the Israel-Zion Hospital in Brook- 
lyn; died in Patchogue, N. Y., October 16, aged 79. 
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Foreign Letters 


PARIS 


(From Our Regular Correspondent) 
Oct. 20, 1949. 


Treatment of Tuberculosis with Filtrates of 
Old Cultures 


Y. Nedelkovitch presented the Medical Society of the Paris 
Hospitals a report, with photographs and roentgenograms, of 
his research on the action of old cultures of Koch’s bacillus 
on various forms of human tuberculosis. This work was begun 
in 1942. He used filtrates of 2 month, 8 month and 6 year old 
cultures, for the treatment of 226 patients, with clinical 
recovery in 125 cases and improvement in 59—89 per cent 
success. These results were noted in serofibrinous pleurisy, 
exudative peritonitis, polyserositis, closed or fistulating glandular 
tuberculosis, osteoarticular tuberculosis, orchiepididymitis, eryth- 
ema nodosum and several forms of lupus. On the other hand, 
no effect has been noted in- miliary tuberculosis and chronic 
phthisis 

High dilutions of filtrates are used, the dose decided on is 
divided and injected subcutaneously into various parts of the 
body. For the initial.dose, the author is guided by the patient's 
temperature: at 39 C. (102.2 F.) he begins with 0.10 cc. of the 
102° or 10°° dilution, at 38 C. (100.4 F.) with 0.10 cc. of the 
10:5 or 102° dilution and at 37 C. (98.6 F.) with 0.10 cc. of 
the 10°° dilution. When the effective dose has been found, it 
is increased by 0.1 cc. up to 0.5 cc. Afterward the previous 
dilution is used. Injections are given every fifth day until 
clinical recovery occurs. In serofibrinous pleurisy, a good 
result is obtained with the 10° dilution; in osteoarticular 
tuberculosis and epididymitis.the author has succeeded by using 
the pure filtrate. These researches are important from clinical 
and biologic viewpoints. The author is unable to explain the 
mechanism of this action. Diluted filtrates probably contain 
only a few molecules of active, but unknown, substance. They 
may contain, like tuberculin, aqueous extracts of Bacillus tuber- 
culosis and its waste products. But the tuberculin effect of 
Nedelkovitch’s filtrates is much attenuated on the allergic skin, 
it is about 100,000 to 1,000,000 times weaker than the filtrate 
of old tuberculin. Loeal, focal or general reactions occur rarely 
in the course of treatment. Patients feel better subjectively 
twelve or twenty-four hours after injection of the effective dose. 
The author supposes that the action of the filtrate is even anti- 
tuberculin ; his experimental researches and those of Djordjevitch 
have shown that the injection of a mixture of equal parts of 
0.05 cc. of the old tuberculin and of the filtrate, both at 1: 10,000, 
has produced no cutaneous reaction in patients in whom tuber- 
culin alone elicited a strong reaction. The author believes that 
the filtrate therapy is antiphlogistic whereas the tuberculin 
therapy is irritative. 


Miliary Tuberculosis After Streptomycin Therapy 


Prof. Etienne Bernard, B. Kreis, A. Lotte and J. G. Savoie 
have noted 5 instances of relapse of miliary tuberculosis follow- 
ing therapy with streptomycin. They have seen in some cases, 
after disappearance of the miliary tuberculosis, various tuber- 
culous localizations, but in these 5 cases relapse was of the 
miliary type, accompanied in 4 cases with other extrapulmonary 
localizations, pointing to a relapse of hematogenic dissemination. 
In the first outbreak, there was highly febrile miliary tubercu- 
losis with cervical adenopathies, tuberculosis of the laryngo- 
pharynx or urogenital tuberculosis. The first treatment with 
streptomycin, for 112 to 135 days with a daily dose of 1.50 Gm., 
brought about the disappearance of the clinical and radiologic 
signs of miliary tuberculosis and favorably influenced the tem- 
Perature and weight. The results of bacteriologic examinations 
(culture and inoculation) were negative ; in 3 cases the cutaneous 





FOREIGN 





LETTERS 1183 





reaction had again become positive by the end of the treatment. 
During the period of remission, the patients’ condition had 
been satisfactory. The relapse, which occurred seven to four- 
teen months after streptomycin therapy had been terminated, 
was manifested by fever, accompanied, in 3 cases, with laryngo- 
pharyngeal functional signs; the reappearance of miliary tuber- 
culosis was noted on roentgen examination. Three patients 
resumed streptomycin treatment immediately, with only one 
favorable result and two rapidly fatal results in spite of the 
adjunct use in 1 case of para-aminosalicylic acid (873 Gm.). 
Another patient, treated from the beginning with intravenous 
perfusions (750 Gm.) of para-aminosalicylic acid and after 
another trial of streptomycin therapy, left the hospital in a 
serious condition. Streptomycin had had no effect on the 
relapse, on account of the streptomycin resistance of Koch's 
Bacillus, which, in 1 case had reached a rate of more than 100 
units, with 1,000 for certain colonies. 

As regards the pathogenesis of these relapses, the local reac- 
tivation and hematogenous dissemination are causative. The 
former may probably be explained by incomplete anatomic and 
bacteriologic cure, notwithstanding total radiologic clearing. At 
the autopsy of subjects who apparently had been cured of 
miliary tuberculosis and then died of meningitis, various research 
workers have found, besides anatomically healed foci, partially 
caseous granulations and tuberculosis bacilli, even in cases of 
total resorption of the lesion. Bernard and his co-workers 
found the starting point of the relapse, leading to general dis- 
semination, to be tuberculous pyonephrosis in 1 case. They 
stress the importance of tuberculous adenopathy, which is resis- 
tant to streptomycin, as shown by their experimental studies on 
the guinea pig. Two recent British observations—one by Rees 
(unpublished) and the other by Madigan—confirm the impor- 
tance of tuberculous adenopathy in 2 cases in which miliary 
relapse occurred. 


Delaying Action of Para-Aminobenzoic Acid on 
Streptomycin Blood Levels 


The antibiotic action of para-aminobenzoic acid on tubercu- 
losis bacilli seems indisputable. In vitro it is to be compared 
to the action of para-aminosalicylic acid; in vivo its interfering 
action on the development of experimental tuberculosis in the 
guinea pig has been ascertained. Encouraging clinical trials, 
confirmed by J. J. Kamps (Holland), have been reported by 
R. Benda, F. Franchel, R. Nataf and P. Lanchy of the phthisi- 
ology and pneumology center of the Beaujon Hospital (Paris). 
They used para-aminobenzoic acid with streptomycin in the 
treatment of various forms of tuberculosis. In 10 cases they 
studied the delaying effect of para-aminobenzoic acid on strepto- 
mycin concentration in the blood. They administered to the 
same subject: (1) a single injection of 1 Gm. of streptomycin, 
(2) an injection of 1 Gm. of streptomycin dissolved in 5 cc. of 
a 10 per cent solution of para-aminobenzoic acid and then (3) 
an injection the same as the second one after the subject had 
been given 32 Gm. of para-aminobenzoic acid (divided in eight 
doses) by mouth, starting twenty-four hours prior to and con- 
tinuing with the same rate of dosage up to twelve hours after 
the injection of streptomycin. The blood concentration was 
measured one, six and twelve hours after the injection. In 6 
patients, para-aminobenzoic acid increased the concentration of 
streptomycin—the increase was observed at one and six hours; 
streptomycin was still present at twelve hours, whereas it had 
not been present five times out of six when streptomycin had 
been given alone. This delaying action is to be compared to 
the one produced by para-aminobenzoic acid on the elimination 
of penicillin. On account of this delaying action of para- 
aminobenzoic acid, in addition to its particular antibiotic action, 
on tuberculosis bacilli, R. Benda and his co-workers use strepto- 
mycin dissolved in 5 cc. of a 10 per cent solution of para- 
aminobenzoic acid with the additional oral administration of 
several grams of para-aminobenzoic acid in divided doses. 
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ITALY 
(From Our Regular Correspondent) 
Nap es, Nov. 20, 1949. 


Congress of the Italian Surgical Association 

The program of the fifty-first National Congress of Surgery 
included the subjects: total gastrectomy, allergy in surgery, 
shock and collapse, and a fourth subject, peripheral vascular 
disease, was discussed in a joint session of the Italian Medical 
and Surgical associations in Rome during the first week of 
November 1949. 

TOTAL REMOVAL OF STOMACH 

Prof. G. M. Fasiani of the University of Milan, who had just 
returned to Italy from the United States, where he had par- 
ticipated in an international meeting of surgeons, discussed 
total gastrectomy. He emphasized that block dissection should 
include the entire stomach, a more or less extensive portion 
of the duodenum and of the esophagus, the entire great 
omentum, the gastrocolic and the gastrosplenic ligament, the 
lesser omentum, the gastrohepatic ligament and occasionally 
the spleen. The stages of such a dissection will vary in their 
successive order and according to the route of access. The 
procedure during the first two stages of the intervention should 
be conducted so that it always may be possible, if necessary, 
to turn from a partial resection to a total gastrectomy or 
from a radical operation to a palliative operation. If resection 
of the duodenum has not been performed, the possibility of 
giving up the radical intervention is facilitated by the rich 
vascular network which provides for the nutrition of the organ 
also after the interruption of the majority of the perigastric 
vascular trunks. There are two possibilities of reconstruction 
of the digestive tract after removal of the stomach: one is 
anastomosis between the extreme portion of the esophagus 
and the extreme portion of the duodenum (esophagoduodenos- 
tomy); the other is a communication between the extreme 
portion of the esophagus and the first loop of the jejunum 
(esophagojejunostomy). Only the second method is recom- 
mended by the speaker. He performs it as follows: the 
stomach is lifted out of the peritoneal cavity exposing the pos- 
terior fascia of the esophagus, while the left lobe of the liver 
is displaced to the right. The jejunal loop, extended under a 
gauze dressing, is brought upward. Without drawing the 
esophagus and the jejunum too close to one another, a series 
of 4 or 5 stitches of silk are made to hold the posterior 
wall of the esophagus and the convex edge of the jejunal loop 
to constitute the first posterior seromuscular floor. All the 
stitches must be inserted first and tied afterward. Then the 
jejunal loop may be allowed to go up again until contact may 
be reached with the posterior wall of the esophagus. One con- 
tinues the incision until an entero-enterostomy according to 
Braun’s method can be created between the two legs of the 
jejunal loop below the mesocolon. 

The mortality rate of total gastrectomy by the abdominal route 
was 55 per cent in 62 cases reported by Finney and Rienhoff 
in 1928; it was reduced to 37 per cent in 298 cases reported 
by Pack and McNeer in 1942 and to 15 per cent during the 
last years according to Fasiani. The mortality rate of total 
gastrectomy by transthoracic route has been higher, but Kremen 
brought it down to 16 per cent and Santy and Maillet to 
9 per cent. 

Recovery after operation is based—apart from the technical 
skill—on accurate preoperative care and prolonged postoperative 
treatment. The latter is necessary because of the risk of anemia 
and damage which may result from the dumping syndrome. 
When dumping syndrome occurs, treatment should include an 
appropriate diet, containing limited amounts of carbohydrates 
and large amounts of proteins, which provoke a rapid and 
copious production of insulin. This insulin, if there is delayed 
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assimilation of adequate carbohydrate in the blood, finally 
induces the nervous attacks of hypoglycemia. 

If assimilation of fats is disturbed, Professor Fasiani believes 
that the patient should increase the fat intake gradually. 
Patients subjected to total gastrectomy are persons with 
cancer who have severe malnutrition and cachexia. They will 
not survive the operation for more than three years, and there- 
fore one should determine whether such a complex surgical 
intervention should be performed on patients with advanced 
cancer or should rather be limited to those whose lesions are 
still in the initial stage and whose general condition is good. 

Among the Italian surgeons who took part in the discussion 
of Professor Fasiani’s report was Dr. Forni, director of the sur- 
gical clinic of Bologna. , 

ALLERGY IN SURGERY 

Prof. L. Stropeni of Genoa and Scartozzi of Torino had 
been designated by the Italian Surgical Association as speakers 
on the subject “Allergy in Surgery.” Both speakers expressed 
the opinion that many disorders of surgical order—from gastro- 
duodenal ulcer to intestinal infarct—are caused by allergies. 

Shock and collapse was the subject of the last report, pre- 
sented by Prof. L. Torraca, the acting president of the Italian 
Surgical Association and director of the surgical clinic of the 
University of Naples. It was presented in collaboration with 
his pupils (Imperati and others). 

The fiftieth Medical Congress and the fifty-first Surgical 
Congress gave much satisfaction to the Italian medical pro- 
fession, which today comprises 40,000 physicians for a metro- 
politan population of 45,000,000 irihabitants. 


SWEDEN 
(From a Special Correspondent) 
GARNISONSSJUKHUSET I Bopen, Nov. 21, 1949. 


A New Swedish Medical School 

Sweden’s first medical chair was established in 1613 at the 
University of Upsala. Half a century later a medical faculty 
was created in the University of Lund for the new southern 
provinces. Sweden’s next medical school, the Caroline Institute 
in Stockholm, was founded in 1810 to fill the urgent need of 
military surgeons. It is now Sweden’s largest medical school, 
with about 800 students. 

This year a new medical school in Gothenburg received its 
first students. Its inauguration occurred on October 20. The 
new school was decided on by the Swedish Riksdag some years 
ago because of the great need of more physicians. Sweden has 
about 4,200 physicians for a population of 6,700,000, the ratio 
thus being 1 : 1,650. 

The new medical school will be developed gradually. The 
preclinical courses have just begun, and the localities are 
provisional. 


Parliament Rejects Chiropractic Legalization 

In recent decades an increasing but still relatively small 
number of chiropractors have offered their services to the 
Swedish public. Chiropractic is not legalized by Swedish laws, 
nor is it positively prohibited. Only licensed physicians are 
allowed to treat tuberculosis, cancer, venereal diseases and cer- 
tain communicable diseases professionally. The medical use of 
roentgen rays is also limited to the medical profession, and it 
has hitherto been impossible for others to get the allowance to 
acquire x-ray equipment. 

Some months ago a group of sympathizers among members 
of the Swedish parliament wanted the Riksdag to appoint a 
state commission on chiropractic to prepare for legalization of 
chiropractors. Leading Swedish newspapers criticized this idea, 
and after a sharp debate the Riksdag rejected the plan. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 





NATIONAL BOARD OF MEDICAL EXAMINERS 


NaTIONAL Boarp oF Mepicat Examiners. Part III. Boston, Chicago 
and New York, January. Parts I and II, Feb. 13-15. Centers where 
- are approved medical schools and five or more candidates. Exec. 

Mr. E. S. Elwood, 225 S. 15th Street, Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


American Boarp oF ANESTHESIOLOGY: Written. Various locations. 
July 21. Oral. Philadelphia, April 23-27, gs October 8-12. 
Sec., Dr. Curtiss B. Hickeox, 745 Fifth Ave., New York 22. 

AMERICAN Boarp OF INTERNAL Mepicine: Oral. Chicago, Feb. 8-10. 
Boston, April 13-15. San Francisco, June 21-23. The oral examinations 
in the subspecialties will be held at the same time and places. Final 
date for filing applications for all examinations is Jan. 1. Asst. Sec., 
Dr. William A. Werrell, 1 West Main Street, Madison 3, Wis. 

AmeRICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, June 3. 
Final date for filing applications is Jan. 1. Sec., Dr. W. J. German, 789 


Howard Ave., New Haven, Conn. 
American Boarp or Osstetrics anp GynecoLocy, Inc. Written and 
Reviews of Case Histories. Part I. Various Centers. Feb. 3. Oral 


‘Sec. . Dr. Paul Titus, 1015 Highland 
Sec. Dr. Edwin 


Part I]. Atlantic City, May 21-28. 
Bidg., Pittsburgh. 

American Boarp of OPHTHALMOLOGY: Boston, April. 
B. Dunphy, 56 Ivie Rd., Cape Cottage, Maine. 

American Boarp oF ‘Onrnoraznic Surcery. Part Il, New York 
City, Feb. 9-10. Sec. Treas., Dr. Harold A. Sofield, Room 1856, 122 S. 
Michigan Ave., Chicago. 

American Boarp or OroLaryncotocy: Oral. San Francisco, May. 
Chicago, October. Sec, Dr. Dean M. Lierle, University Hospital, Iowa 
City. 

Amertcan Boarp or Peptatrics: Written. Various locations. Jan. 12. 
Oral. Richmond, Va., Feb. 10-12.; Philadelphia, March 31-April 2; San 
Francisco, June 23-25. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AmertcAn Boarp oF Prastic SurGcery: Oral. May-June. Sec., Dr. 
Louis T. Byars, 4647 Pershing Avenue, St. Louis, Mo. 

AmertcAN Boarp oF PREVENTIVE MEDICINE AND Pusiic HEATH: 
Oral and Clinical. Chicago, Feb. 7-8. Sec., Dr. Ernest L. Stebbins, 615 
N. Wolfe Street, Baltimore 5, Md 

American Boarp oF PsycuiatrR¥ AND Nevurotocy: Spring Examina- 
tion. Date and location of examination to be announced later. Final 
date for filing applications is Feb. 1. Sec., Dr. F. J. Bracelamd, 102-110 
Second Ave. S.W.,, Rochester, Minnesota. 

American Boarp oF Urotocy: Oral and Clinical. Chicago, Feb. 11-15. 
Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 21. 

Boarp or Tsroracic Surcery: Written. Various locations. Jan. 16. 


Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 
BOARDS OF MEDICAL EXAMINERS 
ALapaMA: Examination. Montgomery, June 27-29. Sec., Dr. D. G. 


Gill, 519 Dexter Avenue, Montgomery. 
M. Whitehead, Box 140, 


ALASKA: Juneau, March 7. Sec., Dr. W. 
Juneau 

Arizona: * Examination. Phoenix, Jan. 17-18. Reciprocity. Phoenix, 
Jan. 21. Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 

ARKANSAS: * Examination. Little Rock, June 8-9. Sec., Dr. Joe Verser, 
Harrisburg. Eelectic. Little Rock, June 8-9. Sec., Dr. Clarence H. 
Young, 1415 Main Street, Little Rock. 


Cotorapo:* Denver, Jan. 3-6. Sec., Dr. George H. Gillen, 831 
Republic Building, Denver. 
Hartford, March 14-15. Secretary to 


Connecticut: * Examination. 
the Board, Dr. Creighton Barker, 160 St. Ronan Street, New Haven. 
Donald A. Davis, 38 Eliza- 


Homeopathic. Derby, March 9-10. Sec., Dr. 
beth Street, Derby. 
Detaware: Examination. Dover, Jan. 10-12. Reciprocity. Dover, 
Jan. 19. Sec., Dr. J. S. McDaniel, 229 State Street, Dover. 
Grorcia: Examination. a and Augusta, June. Endorsement. 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 
Guam: Endorsement. Agana, last Friday of each month. Sec., Capt. 
C. K. Youngkin, Dept. of gaa, Health, Guam, % F.P.O., San Francisco. 


Hawart: Examimation. Honolulu, Jam. 9-12. Sec., Dr. I, L. Tilden, 
881 S. Hotel St., Honolulu. 

Ipano: Boise, Jan. 9. Exec. Sec., Mr. Armand L. Bird, 305 Sun 
Building, Boise. 

Inpiana: Examination. Indianapolis, June. Sec., Dr. Paul R. Tindall, 
1138 K. of P. Bldg., Indianapolis. 


Matne: Portland, March 14-15. Sec., Dr. Adam P. Leighton, 192 State 
Street, Portland. 

Massacnusetts: Examination. Boston, March 14-17. 
L. Schadt, 413 E. State House, Beston. 

Minnesota: * Minneapolis, Jan. 17-19. J. F. DuBois, 230 
Lowry Medical Arts Building, St. Paul 2. 

Missouri: Examination. Jefferson City, Feb. 9-11. Reciprocity, Feb. 4. 
Exec. Sec., Mr. John A. Hailey, Box 14, State Capitol Building, Jefferson 


City, 
Nevapa: Carson City, May 1. Sec., Dr. George H. Ross, 112 Curry 


Street, Carson City. 
New Hampsuire: Coneenli March 8-9. Sec., Dr. John S. Wheeler, 
Jan. 31-Feb. 3. 


Sec., Dr. George 


See., Dr. 


107 State House, Concor 

New Yorx: Albany, Defiahe New York and Sy 

» Dr. Jacob L. Lochner, 23 S. Pearl Street, Albany 
Noatn Carotina: Endorsement. Raleigh, Jan. 23. ‘Sec., Dr. Ivan 
— 226 Hillsboro St., — 
ORTH ayy Examination. rand Forks, Jan. 4-6. Reciprocity. 
Jan. 7. Sec., Dr. C. J. Glaspel, Gratien — 
Homa: * 


Beemtneion. 
Cinton Gallaher, sid Drenit Bulla ne, Oklahoma Ci. a Se 
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Orecon:* Examination. Portland, Jan. 5-7. | Reciprocity. Portland, 
Jan. 20-21. Exec. Sec., Mr. Howard I. Bobbitt; 609 Failing Building, 
Portland 4. 


PENNSYLVANIA: Examination. Philadelphia or Harrisburg, Jan. 23-25. 
gy Sec., Mrs. Marguerite G. Steiner, 351 Education Building, Harris- 

urg. 

Puerto Rico: Examination. Santurce, March 7. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 

Ruove Istanp: * Examination. Providence, Jan. 5-6. Chief, Division 
of Professional Regulation, Mr. Thomas B. Casey, 366 State Office Build- 
ing, Providence. 

Soutw Caro.ina: Examination. 
First Monday of each month. Sec., 
Street, Columbia. 

Soutn Daxora:* Sioux Falls, Jan. 17. 
300 First National Bank Building, Sioux Falls. 


Reciprocity. 


Columbia, June 26-29. 
1329 Blanding 


Dr. N. B. Heyward, 
Sec., Dr. C. E. Sherwood, 


TENNESSEE: * Examination. Memphis, Dec. 21-22. Sec., Dr. H. W. 
Qualls, 1635 Exchange Building, Memphis 3. 
Uran. Examination. Salt Lake City, June. Dir., Dr. Frank E. Lees, 


324 State Capitol Building, Salt Lake City. 

WasHINGTON: * Seattle, January. Director, Department of Licenses, 
Mr. Edward C. Dohm, Olympia. 

West Vircinta: Examination. Charleston, Jan. 3-5. Sec., 
Licensing Board, Dr. N. H. Dyer, State Capitol, Charleston. 


Medical 


Wisconsin: * Examination. Madison, Jan. 10-12. Sec., Dr. C. A. Daw. 
son, River Fails. 

Wrominc: Cheyenne, Feb. 6. Sec., Dr. Franklin D. Yoder, State 
Capitol, Cheyenne. 





* Basic Science Certificate required. 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination. Tucson, Dec. 20. Sec., Mr. Francis A. 
Roy. Science Hall, University of Arizona, Tucson. 
District of CotumsBia: Washington, April 17-18. Sec., Dr. Daniel 


L. Seckinger, 4130 E. Municipal Building, Washington. 


Fioripa: Examination. June 3. Sec., Mr. M. W. Emmel, University 
of Florida, Gainesville. 
Iowa: Des Moines, Jan. 10. Sec., Dr. Ben H. Peterson, Coe College, 


Cedar Rapids, Iowa. 


MICHIGAN: gs Ann Arbor and Detroit, Jan. 13-14. Sec., 
Miss Eloise LeBeau, 101 N. Walnut Street, Lansing. 

MINNESOTA: Minneapolis, "Jan. 3-4. Sec., Dr. Raymond N. Bieter, 105 
Millard Hall, University of Minnesota, Minneapolis. 

Nesraska: Examination. Omaha, Jan. 10-11. Director, Bureau of 


Room 1009, State Capitol 


Feb. 8-9. Chief, Division 
366 State Office Build- 


Examining Boards, Mr. Oscar F. Humble, 
Building, Lincoln 9. 

Ruope Istanp: Examination. Providence, 
of Professional Regulation, Mr. Thomas B. Casey, 


ing, Providence. 


Oxtanoma: Examination. Oklahoma City, April 11. Sec., Dr. Clinton 
Gallaher, 813 Braniff Building, Oklahoma City. 
TENNESSEE: Examination. 30-31. Sec., Dr. O. W. 


Memphis, Dec. 
Hyman, 874 Union Avenue, Memphis 3. 

WaSHINGTON: Seattle, January. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 





Medical Motion Pictures 


NEW MOTION PICTURE ADDED TO THE 
A. M. A. LIBRARY 


They Also Serve. 16 mm., black and white, sound, showing time 
seventeen minutes. Prepared In 1949 by the American Medical Asso- 
ciation in collaberation with a committee of technical advisers repre- 
senting the United States Army, American Red Cross and the United 
States Public Health Service. Produced by Jam Handy Organization 
through a grant from the Becton-Dickinson Foundation. Proeurable on 
loan (service charge $2) or purchase from the Committee on Medical 
Motion Pictures, American Medical Association, 535 North Dearborn 
Street, Chicago 10. 

This incentive type film was made primarily for presentation 
to physicians through their state and county medical societies 
and hospital staff meetings. It may also be used by physicians 
to show civic administrators and community groups the broad 
responsibilities of physicians during disasters. The film is 
designed to serve as an introduction to the subject of organiza- 
tion of medical and health services for disaster and to stimulate 
study of the role the civilian medical profession must assume 
in peacetime, in order to insure the systematic and successful 
response by medical and other health services in disaster situa- 
tions, particularly in war. 

By visualizing some of the worst disaster situations, “They 
Also Serve” indicates some of the complexities ahead in adapt- 
ing medical plans to all administration and services of the 
community or those services to medical activities. This is not 
a training film or a detailed presentation of technics. It does 
not attempt to answer any of the questions that can be normally 
answered only after prolonged considerations. It will, however, 
help provide the motivation and stimulation so important in 
organizing any worth while program. A brochure designed for 
use by discussion group leaders has been prepared and is avail- 
able on request. 








1186 CURRENT 


Current Medical Literature 


AMERICAN 


Che Association library lends periodicals to members of the Association 
ind to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 


Periodicals are available from 1938 to date. Requests for issues of 


earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 


Reprints as a rule are the property of authors and can be obtained for 


permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American J. Digestive Diseases, Fort Wayne, Ind, 
16:197-236 (June) 1949 


Clinical Experience with New Modified Protamine Insulin (NPH-50). 
A. J. Gabriele and A. Marble.—p. 197. 
Diagnostic Difficulties in Rectosigmoid Lesions. V. B. Blaha and H. C. 


Saltzstein.—p. 206. 
Leiomyoma of Rectum. <A. D. Schneider.—p. 214 
l Esters in Treatment of Constipation. M. M. Marks.—p. 215. 
Complete Obstruction of Common Bile Duct Due to Chronic Pancreatitis: 


Cellulose 


Report of Unusual Case Including 9 Operations with Recovery of 
Patient. J. C. Doane, M. Behrend, L. Solis-Cohen and R. M. Lukens. 

p. 218 
Chronic Duodenal Ulcer: Hemorrhage Due to Trauma. A. Melamed and 


C. R. Schneider 2 


{ 2 
Dry Feedings in Gastric Motor Delay. J. E. C 


> 


p. 222 


wok and E. C. Malewitz. 


American Journal of Ophthalmology, Chicago 
32: 1037-1176 (Aug.) 1949 


Primary Malignant Melanoma of Optic Disc: Report of Case. F. C. 
Cordes and M. J. Hogan.—p. 1037. 

Treatment of Local Lid Infections with Phages and Particularly with 
Filtrates D. Kravitz —p. 1047 

Regeneration of Corneal Stromal Cells: II. Review of Literature and 


Histologic Study A. E. Maumenee and W. Kornblueth.—p. 1051. 
Further, Very Delicate Test for Astigmatic Axis, Using Cross Cylinder 
with Astigmatic Dial and Without Use of Letter Charts. W. H. 
Crisp and G. H. Stine.—p. 1065. 
Fixation Disparity and Fusional Processes in Binocular Single Vision. 
K. N. Ogle, F. Mussey and A. deH. Prangen.—p. 1069. 


Antistine: Study of Its Toxicity on Topical Application to Eye. T. F. 
Schlaegel Jr.—p 1088 
*Effect of Dicumarol on Visual Fields in Glaucoma: Preliminary Report. 


W. P. McGuire.—p. 1095. 

Therapy of Ocular Inflammations Based on 

F. H. Haessler and H. A. Heise.—p. 1107. 

Scleral Staphyloma and Retinal Detachment. D. Vail.—p. 1111. 
Use of Procaine Intravenously in Ophthalmology: Preliminary Report. 

I. Givner and D. J. Graubard.—p. 1117. 

Effect of Dicumarol® on Visual Fields in Glaucoma.— 
McGuire points out that progressive loss of visual field follow- 
ing a successful filtration operation in glaucoma has plagued 
ophthalmologists for years. The consensus is that these changes 
are due to an irreversible vascular process which is set up while 
the tension is above normal limits and which has progressed suf- 
ficiently that when the tension is reduced there is no regression 
but apparently a continued progression of the vascular process. 
He reviews facts and hypotheses which suggest that the most 
reasonable explanation for the progressive changes in visual 
field in chronic simple glaucoma is an arteriosclerotic change 
in the nutrient vessels of the optic nerve. In searching for 
some method to treat these patients it was believed that a vaso- 
dilator might be of benefit and that a drug with anticoagulant 
properties which would inhibit the formation of thrombi might 
possibly be of value. The only drug which met both require- 
ments was dicumarol.® The author cites 9 cases in which he 
resorted to the use of this drug. Of these patients, 6 received 
dicumarol® with benefit some months or years after the tension 
had been reduced by surgical means, but, in spite of the reduc- 
tion of tension, the changes in visual field showed continued 
progression. One patient was given the drug immediately after 
the filtration operation and five months later had a second course, 
following which there was much improvement in the fields. 
The remaining 2 patients were given the drug immediately 
after the operation with improvement in the visual fields. It is 
impossible to determine whether dicumarol® was the effective 
agent in the gain in visual field or whether the surgical therapy 
played the important role. 


Immunologic Principles. 
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American Journal of Pathology, Ann Arbor, Mich, 
25:575-828 (July) 1949 


Reaction Produced in Pulmonary Arteries by Emboli of Cotton Fibers, 


W. C. Von Glahn and J. W. Hall.—p. 575. 
Histochemical Studies in Gaucher’s Disease. R. W. Morrison and 
M. H. Hack.—p. 597. 


Transplantable Splenic Tumor Rich in Mast Cells: Observations on Mast 
Cells in Varied Neoplasms. T. Bali and J. Furth.—p. 605. 

Sebaceous Glands in Normal and Neoplastic Parotid Glands: Possible 
Significance of Sebaceous Glands in Respect of Origin of Tumors of 
Salivary Glands. L. Meza-Chavez.—p. 627. 

Combined Liver Cell and Bile Duct Carcinoma. 
Lisa.—p. 647. 

Pathogenesis of 

p. 657. 


R. A. Allen and J. R. 


Ulcerative Colitis. S. Warren and S. C. Sommers. 


Nonencapsulated Adrenal Cortical Tissue in Peri-Adrenal Fat. H. C. B, 
Denber.—p. 681. 
Histopathology of Ovarian Pseudomucinous Cystadenoma. J. W. Regna. 


—p. 689. 
eteeatel Infarction of Bone and Marrow. 
and M. C. Sosman.—p. 709. 

*Topographic Pathology of Cerebral Lesions of Acute Poliomyelitis in 
Man: I. Medulla Oblongata. J. H. Peers and R. D. Lillie.—p. 725 
Recovery of Skeletal Muscle Fibers from Acute Ischemia as Determined 

by Histologic and Chemical Methods. J. W. Harman and R. P. Gwinn. 

741. 

Blo ti Cysts on Heart Valves of Infants. T. A. B. Boyd.—p. 757. 

Cerebral Lesions in Acute Poliomyelitis.—In a study of 
the anatomic distribution of the lesions of acute poliomyelitis in 
42 specimens of the medulla oblongata, Peers and Lillie found 
that lesions of maximum severity are encountered in the 
reticular substance, nucleus ambiguus, and supraspinal and 
spinal accessory nuclei. Other somatic and branchial motor 
nuclei present much less severe and constant lesions. Nuclei 
of the sensory components frequently contain a few small lesions. 
Such lesions are somewhat more numerous and severe in the 
somatic than in the visceral sensory nuclei. The occurrence 
of single necrotic nerve cells with typical reaction in each of 
these nuclei in a few specimens indicates that the cells of the 
sensory nuclei are not completely refractory to the virus of 
poliomyelitis. While a few individual specimens presented 
moderate quantitative difference from the average pattern of 
lesions, the series as a whole gives the impression of uniformity. 
No grouping is discernible that suggests an essential difference 
of pathogenicity of various strains of virus. Also, there are no 
consistent differences in disease pattern corresponding to the 
duration of illness, or to whether it began with bulbar or 
spinal symptoms. The authors conclude that death in polio- 
myelitis occurs when a certain and fairly constant amount of 
damage is produced in the medulla and that the pathologic end 
result, in the medulla at least, is relatively uniform and appar- 
ently independent of the route of spread of the virus, or of the 
speed with which the vital centers are overwhelmed and dis- 


organized. 


J. H. Bragdon, L. Foster 


“American Journal of Physiology, Baltimore 
158:1-156 (July) 1949. Partial Index 


Typhoid-Paratyphoid Vaccine and Respiratory Response to Inhalation of 
Carbon Dioxide. F. A. Ellis, R. Grant and V. E. Hali.—p. 16. 
Concept of Mean Alveolar Air and Ventilation—Bloodflow Relationships 

During Pulmonary Gas Exchange. H. Rahn.—p. 21. 
Adrenergic Mechanism of Vagal Cardiostimulation. S$. Middleton, H. H. 
Middleton and J. Toha.—p. 31. 


Influence of Previous Diet on Metabolism During Fasting. S. Roberts 
and L. T. Samuels.—p. 57. 
Mechanisms of Metabolic Inhibition by Heavy Metals. E. Kaplan, 


N. R. Joseph and P. W. Sheffler.—p. 63. 
Erythrocyte Age and Cholinesterase Activity. 
Influence of Snake Venom on Mammalian Erythrocytes in Vitro. 

Philpot Jr.—p. 77. 

Platelets as Foci in Coagulation of Blood. F. D. Mann, M. Hurn and 
D. R. Mathieson.—p. 84. 

Circulatory Changes and Pulmonary Lesions in Dogs Following Increased 
Intracranial Pressure, and the Effect of Atropine upon Such Changes. 
G. S. Campbell, F. J. Haddy, W. L. Adams and M. B. Visscher. 
—p. 96. ; 

Effect of Carbon Dioxide on Intestinal Motility. D. W. Northup, 
J. C. Stickney and E. J. Van Liere.—p. 119. : 

Stimulating Effect of Sugar, Fat and Meat Meals on Duodenal Secretion 
in Dog. D. Blickenstaff, M. I. Grossman and A. C. Ivy.—p. 122. 

Secretion of Intestinal Juice During Hypercalcemia. H. R. Murdock Jr. 
and E. S. Nasset.—p. 129. P 

Role of Central Nervous System in Body Temperature-Arterial Pressure 
Relationship. S. Rodbard, M. Tinsley, H. Bornstein and L. Taylor. 
—p. 135. 


J. A. Pritchard.—p. 7 
V. B. 


Increased Rate of Urea Formation Following Removal of Renal Tissue. 
E. C. Persike and T. Addis.—p. 149. 
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American Journal of Psychiatry, New York 
106:81-160 (Aug.) 1949 


Attempt to Predict Probable Combat Effectiveness by Brief Psychiatric 
Examination. A. J. Glass.—p. 81. 

Statistical Study of Family Relationships in Psychoneurosis. H. V. 
Ingham.—p. 91. 

Statistical Study of Psychoses Due to Drugs or Other Exogenous Poisons. 
B. Malzberg.—p. 99. 

Compulsion Neurosis with Cachexia (Anorexia Nervosa). 





F. S. DuBois. 
—p. 107. 

Psychophysiological Study of Mentally Ill Patients: Part I1I—Changes in 
Reactions to Epinephrine and Mecholyl After Electric Shock Treat- 


ment. D. Funkenstein, M. Greenblatt, S. Root and H. C. Solomon. 


p. 116. 
Wave and Spike Discharges in EEG. A. Allen and F. M. Forster. 
—p. 122. 
Involutional Melancholia and Convulsive Therapy. ‘I. L. Fishbein. 
p. 128. 
Retrospection on Part of Aleutian Campaign. F. Gelbman.—p. 136. 


Report of 3 Cases of Trigeminal Neuralgia Apparently Cured by Electro- 
ck Therapy. E. R. Janjigian.—p. 143. 


American Review or Tuberculosis, New York 
60:1-148 (July) 1949 





I Nontuberculous Complications of Calcified Hilus Lymph Nodes. 
R. Head and C. W. Moen.—p. 1. 
Observations on Lower Lobe Disease in Pulmonary Tuberculosis. J. R. 


Vivas and C. A. Laubach Jr.—p. 15. 

Insulin in Treatment of Tuberculous Patients with Anorexia— Modified 
rechnique. P. Morgenstern and S. B. Dewing.—p. 25. 

*Tuberculosis of Trachea and Major Bronchi: Results of Treatment with 
Streptomycin. A. M. Olsen and H. C. Hinshaw.—p. 32. 

Toxicity of Streptomycin for Auditory and Vestibular 
E. P. Fowler Jr. and C. R. Feind.—p. 39. 

Repeated Transcutaneous Autolytic Tuberculin Tests in Children. 
lones, C. Nelson and R. E. Dwork.—p. 45. 

Side Culture Method for Early Detection and Observation of Growth of 
Tubercle Bacillus: Preliminary Report. J. W. Berry and H. Lowry. 

p. 51. 

Pharmacologic and Chemotherapeutic Action of Some New Sulfones and 
Streptomycin in Experimental Tuberculosis. M. I. Smith, E. L. 
Jackson, J. M. Junge and B. K. Bhattacharya.—p. 62. 

*"Neomyein Activity upon Mycobacterium Tuberculosis and Other Myco- 

vcteria. S. A. Waksman, D. Hutchison and E. Katz.—p, 78. 

Use of Mouse in Standardized Test for Antituberculous Activity of 

Compounds of Natural or Synthetic Origin: I. Choice and Standardiza- 
n of Culture. C. M. McKee, G. Rake, R. Donovick and W. P. 

Jambor.—p. 90. 

Id.: II. Choice of Mouse Strain. 
Jambor and G. Rake.—p. 109. 

Id.: ILI. The Standardized Test. 
and others.—p. 121, 

Use of Biometric Methods in Comparison of Acid-Fast Allergens. 
Wadley.—p. 131. 

Streptomycin in Tuberculosis of Trachea and Bronchi. 
—Olsen and Hinshaw point out that tracheobronchial tubercu- 
losis is a frequent complication of pulmonary tuberculosis. 
Bronchoscopic examination is essential to its diagnosis and 
should be performed on all patients admitted to sanatoriums 
because of tuberculosis. Ulcers of the larynx and tracheo- 
bronchial tree were reported to have healed with amazing 
rapidity following treatment with streptomycin. The Veterans 
Administration reported only 1 recurrence in 81 cases. The 
authors describe the results in 3 of the earliest cases of tracheal 
and bronchial ulceration in which treatment with streptomycin 
was employed at the Mayo Clinic. The 3 cases demonstrate 
the prompt and apparently permanent healing of ulcerative 
tuberculosis of the trachea and bronchi which would never have 
been anticipated with any previous method of treatment. There 
has been no recurrence in these patients during the interval of 
one and one-half to three years of observation since healing 
was achieved. There was much less stenosis when the ulcerat- 
ing mucosal lesions healed than was anticipated, and pulmonary 
resection was unnecessary. Equally dramatic results have been 
observed in 3 additional cases. In 2 of these the patients had 
had thoracoplasty previously for extensive parenchymal disease, 
but bronchial ulceration had persisted. Prompt healing of the 
bronchial ulceration was observed after treatment with strepto- 
mycin. The third patient responded favorably te treatment for 
tuberculous disease involving the mucosa of the left main 
bronchus with extensive ulceration and narrowing, but eventually 
left pneumonectomy was required. The parenteral method of 
streptomycin administration is far more effective than the aerosol 
method alone in the treatment of these tracheal and bronchial 
lesions. There is evidence that combined therapy may be more 
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The same toxic 
reactions which have been observed in most patients treated 
with streptomycin for longer periods were observed in this 
group of patients with tracheobronchial lesions. Vestibular com- 
plications were frequent, but they should be much less severe 
in future cases, in which smaller doses of streptomycin will be 
used. 


rapidly effective than injection therapy alone. 


Effect of Neomycin on Mycobacterium Tuberculosis.— 
Waksman and his co-workers state that since the isolation of 
streptomycin five years ago, several new agents were obtained 
in their laboratory that at first appeared promising but which 
were later discarded because they did not meet the requirements. 
This was true of grisein and streptothricin. They report results 
of a comparative study with neomycin, a new antimycobacterial 
antibiotic, and certain other antibiotics, including streptomycin. 
1. Neomycin is more active than other antibiotics against both 
pathogenic and saprophytic mycobacteria. 2. It is just as active 
against the streptomycin-sensitive as against the streptomycin- 
resistant mycobacteria. 3. It does not allow rapid development 
of resistance among the mycobacteria as does streptomycin. 
Repeated transfers of the organism to mediums containing neo- 
mycin brought about only a slight increase in resistance. 4. The 
amount of neomycin required to inhibit the growth of myco- 
bacteria depends on the nature of the organism, size of inoculum 
and length of incubation period. Growth of the saprophytic 
Mycobacterium 607 is inhibited by about 0.1 unit per cubic 
centimeter and of the pathogenic Mycobacterium tuberculosis 
by 0.2 to 1 unit per cubic centimeter. 5. Results of the in vitro 
studies against tuberculosis in experimental animals are still too 
limited to justify broad conclusions. Neomycin is highly effec- 
tive against the ordinary pathogenic gram-negative and gram- 
positive bacteria, the activity dose being one-twentieth to one- 
fiftieth that of the toxic dose. This is true for both streptomy- 
cin-sensitive and streptomycin-resistant organisms. Neomycin 
is also more active against those bacteria than is streptomycin. 
Annals of Western Medicine & Surgery, Los Angeles 

3:227-262 (July) 1949 
*Proteolytic Enzyme Inhibitors of Blood in Relation to Neoplastic Dis- 


eases: Preliminary Report. P. M. West and J. Hilliard.—p. 227. 
Management of Decubitus Ulcers in Paraplegia. A. E. Comarr.—p. 235. 


*Familial Carotid Body Tumors: Report of 9 Cases in 11 Siblings. B. H. 
Sprong Jr. and F. G. Kirby.—p. 241. 

Potter Syndrome: Report of Case. R. Cohen and R. Burnip.—p. 243. 

Tracheotomy: Newer Indications. §. Kaplan, B. F. Metson and 


A. Schwartz.—p. 246. 

Giant Urticaria Reaction Due to Chloromycetin: Report of Case. H. J 

Sacks.—p. 249. 

Proteolytic Enzyme Inhibitors in Neoplastic Disease.— 
West and Hilliard point out that the inhibitors of the enzymes 
chymotrypsin and rennin are definite organic compounds, prob 
ably proteins, occurring in the circulating blood. Normally, a 
delicate and constant balance is maintained between the rennin 
and chymotrypsin inhibitors. Methods were described in a 
previous publication for the quantitative determination of rennin 
and chymotrypsin inhibitors in the serum. A survey of 2,000 
cases was reported together with a summary of the various 
physiologic and pathologic states which influence the normal 
balance between these substances. Of particular interest was the 
observation that neoplastic disease is one of the major causes 
of variation in the concentration of enzyme inhibitor. The 
authors show that it has become possible not only to determine 
growth activity of a neoplasm but also to measure its response 
to treatment. The concentrations of chymotrypsin inhibitor 
and rennin inhibitor in the serum of healthy persons and cancer 
patients were compared. The relationship between the levels 
of the two inhibitors was found to be correlated with the growth 
rate of malignant tumors. The most rapid growth and poorest 
prognosis was associated with high chymotrypsin inhibitor and 
low rennin inhibitor values, while the reverse was found with 
clinical control of cancer. Roentgen ray therapy, when fully 
effective, is accompanied by a decrease of the chymotrypsin 
inhibitor (growth indicator) and a rise of the rennin inhibitor 
(resistance indicator). Thus the effectiveness of treatment may 
be followed quantitatively by changes in these enzyme systems, 
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Familial Tumors of the Carotid Gland.—Commenting on 
the comparative rarity of tumors of the carotid gland, Sprong 
and Kirby point out that only about 300 cases have been reported 
so far and that among this number there were only 2 instances 
in which 2 or more members of a family were involved. They 
present the history of a family in which 9 of 11 siblings had 
this rare neoplasm. In 5 of the 11 the diagnosis was established 
by histologic examination. Of the other 6 siblings, 1 died after 
removal of a cervical tumor and 3 now have tumors of the 
neck. Information is not available concerning the remaining 2. 
The father of this family is said to have had a cervical tumor. 
In addition, a member of the third generation is reported to 
have a tumor of the neck. 


Cancer Research, Baltimore 
9:385-448 (July) 1949. Partial Index 


Infiltrating Adenomatous Lesions of Stomach, Cecum and Rectum of 
Monkeys Similar to Early Human Carcinoma and Carcinoma in Situ. 
C. C. Lushbaugh.—p. 385 

Lymphopenia-Causing Agent, Probably Virus, Found in Mice After 
Injection with Tumor Tissue and with Cell-Free Filtrates of Lympho- 
sarcoma T 86157 (MB). W. M. de Bruyn.—p. 395. 

Studies on Intracellular Composition of Livers from Rats Fed Various 
Aminoazo Dyes: I. 4-Aminoazobenzene, 4-Dimethylaminoazobenzene, 
4’-Methyl-, and 3’-Methyl-4-Dimethylaminoazobenzene. J. M. Price, E. 
C. Miller, J. A. Miller and G. M. Weber.—p. 398. 

Etfect of Low Environmental Temperature, Dinitrophenol or Sodium 
Fluoride on Formation of Tumors in Mice. A. Tannenbaum and 
H. Silverstone.—p. 403 

Cancer Mortality Among Males and Females in Denmark, England and 
Switzerland: IV. Mortality of Accessible and Inaccessible Cancers in 
Danish Towns and Rural Areas. .J. Clemmesen and T. Busk.—p. 411. 

Natural and Immune Antibodies in Mice of Low and High Tumor 
Strains. I. Davidsohn and K. Stern.—p. 426. 

Influence f Estrogen on Cancer Incidence and Adrenal Changes in 
Ovariectomized Mice on Calorie Restriction. J. T. King, C. B. Casas 
and M. B. Visscher.—p. 436. 


Journal of International College of Surgeons, Chicago 
12:401-598 (July-Aug.) 1949. Partial Index 


Actinomycosis Involving Colon and Rectum. Z. Cope.—p. 401. 

Technical Considerations in Resection of Carcinoma Involving Lower 
Esophagus. N. C. Tanner.—p. 409. 

Vascularization of Myocardial Capillary Bed by Arterialization of Cardiac 
Veins: Experimental Study. J. D. Stenstrom.—p. 417. 

Tumors of Testicle—Relationship of Structure to Course and Prognosis. 
N. R. Wyndham.—p. 431 

*Chronic Ulcerative Colitis. P. H. T. Thorlakson.—p. 439. 

Postoperative Intravascular Thrombosis. H. Cummine.—p. 456. 

*Treatment of Peptic Ulcer by Vagotomy. A. D. Beattie.—p. 464. 

Carcinoma of Rectum and Sigmoid Colon—Diagnosis and Treatment. 
D. L. C. Bingham.—p. 476. 

Volvulus of Midgut. M. R. MacCharles and C. W. Clark.—p. 489. 

*Surgical Procedures in Treatment of Peptic Ulcer. G. G. Miller.—p. 503. 

Cytology and Menopause. H. Oxorn and N. W. Philpott.—p. 506. 

Venographic Studies in Postphlebitic Limb. H. R. Robertson, M. Share 
and J. E. McGovern.—p. 516 

Fascial Necrosis: New Symptom-Complex Amenable to Surgery Combined 
with Penicillin Therapy. K. W. Starr.—p. 524. 

Newer Concepts in Anatomy and Treatment of Varicose Veins. N. Garber. 

p. 531. 

Fractures of Tibial Spine with Case of Overgrowth of Ununited Frag- 
ment. A. P. Guttman.—p. 541. 

Fluid Balance in Surgery. W. E. M. Mitchell.—p. 545. 

Clinical Survey of 113 Consecutive Cases of Tubal Pregnancy. S. Way. 
—p. 550. 

Analysis of 793 Cataract Operations by Verhoeff Intracapsular Sliding 
Method. A. R. Anthony.—p. 556. 


Chronic Ulcerative Colitis.—Thorlakson reports 64 patients 
with chronic ulcerative colitis, 22 of whom were treated surgi- 
cally. Lleostomy was performed on 5, ileostomy and colectomy 
on 15, and ileosigmoidostomy and partial colectomy on 2. There 
were 5 deaths; 3 patients died early after ileostomy, 1 patient 
died in a state of acute fulminating ulcerative colitis eighteen 
months after a dramatic recovery following ileostomy, and 1 
patient died from acute obstruction of the small intestine six 
months after colectomy. Ulcerative colitis is primarily a medical 
problem and remains so in approximately 60 per cent of the 
cases. Medical management must be comprehensive and thorough 
with special attention to both nutritional requirements and 
underlying emotional factors. Surgical treatment plus intensive 
medical therapy is necessary for the remaining cases. The ten- 
dency to withhold the benefits of surgery until the situation is 
desperate cannot be too strongly condemned, but a plea for 
earlier operation must not be mistaken for a plea for early 
operation. LIleustomy does not cure ulcerative colitis. Severe 
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exacerbations are not uncommon after ileostomy. Patients 
“cured” by early ileostomy would certainly have responded to 
bed rest, high protein feedings and maintenance of morale. 
Ileostomy should be considered the first step leading to a 
colectomy. The cases in which the continuity of the intestinal 
tract can be reestablished are exceedingly rare and indicate an 
error in judgment regarding the necessity for ileostomy; they 
are not an argument for early ileostomy. Colectomy should be 
proceeded with as soon after ileostomy as feasible in cases in 
which cancer is suspected or proved, or in the presence of 
polyposis or persistent free discharge of pus and blood from 
the bowel. Otherwise, colectomy may be postponed for six to 
twelve months. Teamwork should be stressed in the total 
management of the disease. 

Vagotomy in Peptic Ulcer. — Beattie treated 30 patients 
with smaller, uncomplicated gastric ulcers, with not too great 
a degree of surrounding induration and a relatively short his- 
tory, by vagotomy. An additional 40 patients with duodenal 
ulcers were treated by vagotomy. The transthoracic approach 
was used in the first 14 cases. It was abandoned because of 
the serious drawback that the abdominal lesions cannot be 
inspected. The transabdominal approach is the one now 
employed routinely, unless it is definitely contraindicated. 
Results in the patients with gastric ulcer were as good as those 
in duodenal ulcer. Vagotomy was particularly successful in 
dealing with the difficult high lesions on the lesser curvature. 
Every patient in whom vagus section was complete showed 
immediate and entire relief of the ulcer symptoms together 
with roentgenologic evidence of healing within. four months. 
There was a rapid increase in weight and a return to full 
ecoxom': life and normal diet. There were only 2 failures in 
patients \.‘*h a marked psychotic element. Both were com- 
pletely reueved of their ulcer symptoms but later developed 
secondary psychologic pain. One patient died from hemorrhage 
ten days after operation and was found at necropsy to have 
bled from a large aneurysmal dilatation of the right gastric 
artery, which lay immediately under the ulcer crater. The only 
unpleasant symptoms after operation were those of temporary 
gastric retention. Since extending the period of immediate 
postoperative suction, there have been noticeably fewer patients 
with severe symptoms. Every patient must be checked post- 
operatively, both by estimation of the night fasting juice and 
by the insulin test meal, to insure that neurectomy has been 
complete. Vagotomy constitutes a great surgical advance in 
the treatment of peptic ulcer, but it is not the final solution. 
The author agrees with Dragstedt that control of the ulcer 
diathesis is essentially a medical and economic problem. 


Surgical Procedures in Treatment of Peptic Ulcer.— 
Miller believes that subtotal resection, although far from a per- 
fect eperation for gastroduodenal ulcer, has proved the most 
satisfactory. The mortality is low, the postoperative course is 
free from complications, and the results are satisfactory with 
a low recurrence rate. Results of vagotomy performed on 40 
patients with duodenal or gastric ulcer were disappointing 
because of the frequent postoperative complications of distention 
and diarrhea, and because there were deaths and recurrences 
of symptoms in this small series. Subdiaphragmatic vagotomy 
has a definite place in the surgical treatment of ulcer, but it 
should be reserved for the small group of cases in which gas- 
trectomy has proved inadequate. 


Journal-Lancet, Minneapolis 
69:197-232 (June) 1949 
Allergic Rhinitis in Pediatrics. A. V. Stoesser.—p. 198. 
Management of Status Asthmaticus. W. S. Eisenstadt.—p. 201. 
Diagnosis and Treatment of Mold Allergy. E. Grinnell.—p. 205. 
Allergic Skin Disorders in Pediatrics. S. Epstein.—p. 209. 
Antihistamine Drugs in Treatment of Hay Fever in Adult. J. S. 


Blumenthal.—p. 215. ‘ 
Antihistamine Therapy in Allergy. S. Friedlaender and A. S. Fried- 


laender.—p. 220. 
69: 233-260 (July) 1949 


Primary Epithelioma of Ureter. B. A. Smith.—p. 233. 

Roentgenometric Study of Female Pelvis. H. H. Groskoss.—p. 237. 

Chronic Pulmonary Emphysema and Cor Pulmonale. R. V. Ebert. 
—p. 243. : 

Problem of Control of Respiratory Tract Infections. C. G. Loosli. 
—p. 245. 

Antibiotics in Treatment of Infections. J. W. Brown.—p. 251. 
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New York State Journal of Medicine, New York 

49: 1615-1742 (July 15) 1949 

PRECANCEROUS AND CANCEROUS DERMA- 
TOSES OF SKIN 


G. C. Andrews and C. F. Post.—p.1655. 
L. Traenkle. 


SYMPOSIUM. 


Precancerous Lesions of Skin. 
Routine Management of Carcinoma of Skin and Lips. H. 
p. 1659. 

Early Recognition of Possibly Dangerous Nevi (Moles) and Best 
Procedure to Avoid Development of Malignant Meianomas (Nevocar- 
cinoma). E. F. Traub.—p. 1661. 

Problem of Plantar Radiodermatitis. A. H. 
Montgomery and D. C. Montgomery.—p. 1664. 


Montgomery, R. M. 


*Five-Day Ambulatory Penicillin Therapy of Early Syphilis. N. G. 
Rausch.—p. 1668. 

Cutaneous Leishmaniasis—Report of Case and Summary of Newer 
Concepts. M. N. Winer.—p. 1671. 

Study of Maternal Deaths in New York City for 1947. E. M. Gold 
and H. M. Wallace.—p. 1676. 


Surgical Treatment of Chronic Intractable Pain. J. H. Siris.—p. 1681. 


Significance of Blood Methylguanidine in Poliomyelitis. D. Cascio. 
p. 1685. 

*Experiences with Anticoagulant Therapy. R. J. Boller, T. Quigley, 
Rk. C. Tarpey and B. Harris.—p. 1687. 

Rational Therapeutics of Intestinal Obstruction in Infancy. D. H. 


Manfredi.—p. 1691. 
Incidence of Valvular Heart Disease in People over Fifty and Penicillin 


Prophylaxis of Bacterial Endocarditis. P. Lichtman and A. M. Master. 
p. 1693. 
Erythroblastosis Fetalis due to Blood Group A-B-O Incompatibility. 


L. H. Tisdall and E. T. Hartnett.—p. 1699. 
Segmental Colitis Associated with Rheumatic Fever. 
and D. N. Marks.—p. 1702. 


SURGICAL TREATMENT OF HEART DISEASE 


B. M. Hershfield 


SYMPOSIUM. 


Clinical Aspects of Congenital Cardiac Lesions Amenable to Surgical 
Therapy. J. S. Baldwin.—p. 1707. 

Use of Cardiac Catheterization and Angiocardiography in Diagnosis of 
Congenital Cardiac Lesions. F. H. King.—p. 1713. 


Indications for Operation in Patent Ductus Arteriosus (with Special 
Reterence to Adults). A. S. W. Touroff.—p. 1722. 

Revascularization of Heart. C. S. Beck.—p. 1727. 

Penicillin Therapy of Early Syphilis.— Rausch treated 104 
patients with early syphilis of less than one year’s duration 
with daily doses of 600,000 units of crystalline sodium penicillin 
G in peanut oil with 4.8 per cent white wax by intramuscular 
route on a five day treatment regimen. The total penicillin 
given in each case was 3,000,000 units. Eighty-four of the 104 
patients were followed for eighteen months. Of 5 seronegative 
patients with primary syphilis all were cured. Of 16 sero- 
positive patients with primary syphilis 15 were cured—a cure 
rate of 94 per cent. Of 38 patients with secondary syphilis, 
31 were cured. Early latent infections numbered 25, of which 
18 were cured. Fifteen patients were treatment failures. These 
results with penicillin therapy in an ambulatory group of patients 
do not vary significantly from others previously published, in 
which larger doses and longer treatment periods were used. 
An advantage of the method is that fewer patient visits are 
needed to complete the treatment. 

Anticoagulant Therapy.—Boller and co-workers treated 85 
patients with dicumarol® alone or in conjunction with heparin 
in the medical department of a general hospital. The original 
or starting prothrombin time was over 20 seconds in 15 patients 
and 19 to 20 seconds in 13 patients, while the normal prothrom- 
bin time for the authors’ laboratory is 15 to 17 seconds, using 
rabbit lung as the thromboplastic substance. On the first day 
300 mg. of dicumarol® may be administered, 200 mg. on the 
second day and 50, 100 and 200 mg. on each succeeding day, 
depending on the daily prothrombin result. When a daily pro- 
thrombin time above 35 seconds is reported, the drug is not 
given; when 28 to 35 seconds, 50 to 100 mg. is given; when 
below 28 seconds, 100 to 200 mg. may be given. In an emergency 
when an immediate anticoagulant response is required, 50 mg. 
of heparin is given intravenously every four hours for thirty- 
six to forty-eight hours until the prothrombin time has reached 
a therapeutic level by means of concomitantly administered 
dicumarol.® Forty-five patients with venous thrombosis were 
treated. Ten of these patients had pulmonary emboli before 
anticoagulation therapy was started. One instance of fatal pul- 
monary embolism occurred while the patient was receiving 
dicumarol.® This patient also had auricular fibrillation, and 
Postmortem examination reveaied a large thrombus in the right 
auricle. Twenty-five patients with myocardial infarction were 
treated with anticoagulants. In these cases only 1 death occurred 
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from embolic complication, and that on the first day of anti- 
coagulant therapy.- No other thromboénibolic complications 
were encountered. There were 7 cases of peripheral arterial 
thromboembolic disease in this series. Four of this group had 
emboli to a lower extremity, and the extremities in each case 
were saved by medical treatment. The remaining 3 patients 
had arterial occlusions, and 2 of them required subsequent 
amputation. Anticoagulant therapy was administered post- 
operatively without further thrombosis. Four patients with 
cerebral thromboembolic disease, 3 of whom had auricular fibril- 
lation, were treated with dicumarol.® 


Pennsylvania Medical Journal, Harrisburg 
52: 1033-1160 (July) 1949 


Management and Treatment of Patients with Preeclampsia and Eclampsia. 
D. E. Reid.—p. 1053. 

Familial Periodic Paralysis as Traced in One Family for Five Genera- 
tions. W. A. Myers.—p. 1060. 

“Simplifying” Dermatology for the Practitioner. J. H. Stokes.—p. 1065. 

Results of Conservative Treatment of Peptic Ulcer. J. A. Collins Jr. 

p. 1072. 

Lupus Erythematosus and Collagen 
Aegerter.—p. 1076. 

Role of General Practitioner in 
R. H. Israel.—p. 1079. 


Diseases. J. H. Long and E. E. 


Prevention of Psychiatric Disorders. 


Further Experiences with Rooming-In Project of Baby with Mother. 
T. L. Montgomery and P. Shenk.—p. 1085. 
Neoplasms of Kidney. L. Herman and B. L. Hayllar.—-p. 1092. 


Psychiatry, Washington, D. C. 
12:105-210 (May) 1949. Partial Index 


Structure and Process in Social Relations. J. Ruesch and G. Bateson. 


p. 105. 

Observation of Trends in Manic-Depressive Psychosis. O. S. English 
p. 125. 

Human Symbiosis. K. M. Colby.—p. 135. 

Role of Identification in Psychiatric and Psychoanalytic Training. 


M. Grotjahn.—p. 141. 
Therapeutic Readiness in Child Psychiatry. J. L. Despert.—p. 153 
Countertransferences and Attitudes of the Analyst in Therapeutic Process. 
L. Berman.—p. 159. 


Radiology, Syracuse, N. Y. 
53:1-156 (July) 1949 


Early Roentgenologic Changes in Idiopathic Ulcerative Colitis. T. H. 
Kalil and L. L. Robbins.—p. 1. 

*Osseous Lesions of Sarcoidosis. J. F. Holt and W. I. Owens.—p. 11. 

Clinical and Roentgen Aspects of Internal Biliary Fistulas: Report of 
12 Cases. C. M. Waggoner and D. V. LeMone.—p. 31. 

*Early Roentgen Recognition of Lower-Lobe Tuberculosis. H. W. Ostrum 
and W. Serber.—p. 42. 

Contrast Enema in Lateral Recumbency; Aimed Gas Filling of the Colon. 
F. Polgar.—p. 49. 

Osseous Changes in Erythroblastosis Fetalis. 
Dietz.—p. 59. 

Angiographic Demonstration of Pulmonary Arteriovenous Fistula. C. E 
Duisenberg and L. Arismendi.—p. 66. 

Compatibility of Caster Oil and Priodax in Concurrent Examination of 
Colon and Gallbladder. G. W. Sengpiel.—p. 75. 

Mycetoma Pedis. D. S. Carroll.—p. 81. 

Radiation Therapy of Guillain-Barré Syndrome. 
P. A. Burgeson.—p. 85. 

Iliac Horns: Osseous Manifestation of Hereditary Arthrodysplasia Asso- 
ciated with Dystrophy of Fingernails. E. A. Thompson, E. T. Walker 
and H. S. Weens.—p. 88. 

Arteriosclerotic Aneurysm of Descending Thoracic Aorta Presenting to 
Right of Spine. B. S. Epstein and R. L. Friedman.—p. 93. 

Accessory Bone and Other Bilateral Skeletal Anomalies of the Elbow. 
W. A. Simril and M. Trotter.—-p. 97. 

Effect of Roentgen Therapy on Mouse Encephalitis. W. 
J. E. MecConchie.—p. 101. 

Psychological Factors in Atomic Warfare. 


W. L. Janus and M. W. 


L. L. Klostermyer and 


A. Tanner and 


J. P. Cooney.—p. 104. 
Osseous Lesions of Sarcoidosis.—Holt and Owens reviewed 
the records of all their patients with a diagnosis of sarcoidosis. 
Of 65 patients with generalized sarcoidosis seen at the Uni- 
versity of Michigan in the past thirteen years, only 11 had 
definite bone lesions. The authors believe that if the entire 
“sarcoid population,” including minimal and subclinical forms 
of the disease, could be tabulated, the incidence of bone lesions 
would prove to be considerably lower. Despite this low inci- 
dence, the unquestioned diagnostic value of demonstrable osseous 
involvement in a disease notoriously difficult to identify makes 
it desirable to examine routinely the hands and feet of all sar- 
coidosis suspects not only initially but periodicaliy throughout 
the chronic course of the disease. The bone lesions of sarcoi- 
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dosis have a peculiar predilection for the phalanges. Roent- 
genologically, they usually are manifested as a diffuse, coarse, 
reticular type of bone destruction. The resulting alveolate or 
lacelike appearance is more common and characteristic than the 
widely publicized circumscribed foci in the end of the bones 
which Jiingling first said “look as if they had been punched-out 
by a steel press.” These localized, rounded defects may be 
simulated by numerous other conditions, whereas the diffuse 
lesions are virtually pathognomonic. The diffuse forms may 
progress to produce mutilating deformities, may regress spon- 
taneously or may resolve themselves into localized lesions which 
tend to be more chronic. Transitional or intermediate forms 
may be present in the same bone. 

Early Recognition of Tuberculosis of the Lower 
Lobe.—Ostrum and Serber point out that because of the old 
dictum that reinfection tuberculosis has a preference for the 
apexes and immediately infraclavicular regions, lesions in other 
locations are often missed or, if noted, are considered non- 
tuberculous until a sputum test proves them positive. The 
authors report 10 cases of tuberculosis of the lower lobes of 
the lungs, which actually is not at all uncommon. This series 
shows, like those of previous investigators, that this disease 
occurs predominantly in young women. The extraordinarily 
high incidence in nurses is also confirmed. The most frequent 
site of the early lesion is in the apex or subapex of the lower 
lobe. On the routine roentgenogram of the chest this produces 
characteristic transverse lines of infiltration which extend from 
the hilus toward the periphery or may be limited to the middle 
or peripheral portion of the lung at or just below the level of 
the hilus. The transverse position of these lines, as well as their 
beaded or finely nodular appearance, makes it possible in many 
cases to distinguish them from normal bronchovascular mark- 
ings and other infiltrative processes. It is at this stage that the 
diagnosis of tuberculosis of the lower lobes of the lungs should 
be made and confirmation sought from clinician and patholo- 
gist, before massive consolidation, cavitation and spread have 


occurred, 


Rocky Mountain Medical Journal, Denver 
46: 521-600 (July) 1949 


Bladder Neck Obstruction in Women and Children. J. F. Patton.—p. 540. 

Simple Bedside Method for Determination of Plasma Salicylate. J. H. 
Miller and R. W. Whitehead.—p. 544. 

Severe Bleeding of Esophageal Varix Controlled by Oxycel. D. A. Dolo- 
witz, W. C. Walker and G. L. Benson Jr.—p. 546. 

Treatment of Status Asthmaticus with Intravenous Ethyl Alcohol. J. D. 
Gillaspie.—p. 547. 

Extradural Hemorrhage: Report of 3 Cases. M. W. Van Allen.—p. 549. 

Fatal Chronic Peptic Ulcer in the Aged. E. F. Geever.—p. 553. 

Perspective in Cancer Research. H. M. Morfit.—p. 559. 

Protective Sterilization in Rocky Mountain States. C. J. Gamble.—p. 564. 


Surgery, St. Louis 
26:1-160 (July) 1949 


Present Evaluation of Prophylaxis and Treatment of Venous Thrombosis 
and Pulmonary Embolism. A. W. Allen.—p. 1. 

*“Management of Recovery from Venous Thrombosis in Lower Limbs. 
J. Homans.—-p. 8. 

Phlegmasia Cerulea Dolens and Gangrene Associated with Thrombo- 
phlebitis: Case Reports and Review of Literature. M. DeBakey and 
A. Ochsner.—p. 16. 

*Early Results of Sympathectomy in Far-Advanced Arteriosclerotic Periph- 
eral Vascular Disease. F. A. Coller, K. N. Campbell, B. M. Harris 
and R. E, L. Berry.—p. 30. 

Arteriosclerotic Popliteal Aneurysm: Report of 14 Patients Treated by 
Preliminary Lumbar Sympathetic Ganglionectomy and Aneurysmectomy. 
R. R. Linton.—p. 41. 

Complications Resulting from Injuries to Major Arteries. L. G. Herr- 
mann and J. A. Buchman.—p. 59. 

Corticoadrenal Factor in Hypertension. G. de Takats.—p. 67. 

Revascularization of Heart. C. S. Beck.—p. 82. 

Hyperhidrosis: Observations on Study of 61 Cases. J. R. Veal and 
J. N. Shadid.—p. 89. 

Portacaval Anastomosis for Portal Hypertension. A. H. Blakemore. 
—p. 99. 

Technic for Division and Suture of Patent Ductus Arteriosus in Older 
Age Group. N. E. Freeman, F. H. Leeds and R. E. Gardner.—p. 103. 


Venous Thrombosis in the Lower Limbs.—This report 
by Homans is based on 55 cases exhibiting the quiet stage of 
venous thrombosis, or phlebothrombosis in the lower limbs. 
The patients had been attacked by thrombosis in every day life 
rather than after surgical operation or serious illness. Six legs 
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were treated by physical therapy only. Thirty interruptions of 
the superficial femoral vein (distal to the profunda) were per- 
formed on 29 patients. Interruption of the common femora] 
vein was performed in only 4 cases. Two of these show serious 
edema, induration and ulceration. Blockage of the common 
femoral vein, which is the outlet for both the deep femoral 
(profunda) vein and the superficial femoral vein, is likely to 
cause permanent edema and its consequences. Repeated pulmo- 
nary embolism was the occasion for interruption of the common 
iliac vein in 6 cases. In 4 cases the extent of thrombosis was 
believed to be slight, though repeated embolism had occurred: 
in these, the end result was excellent. Reviewing the resuits 
obtained in 10 patients in whom he employed anticoagulant 
therapy, the author says that the end result in 6 of the 7 early 
cases is excellent. Of the 3 advanced cases, 1 had an excellent 
result. The other 2 patients had persistent high thromboses 
just short of obstructive thrombophlebitis; both have slightly 
swollen limbs. The author argues for treatment of venous 
thrombosis by anticoagulation therapy with preservation of the 
common femoral pathway plus physical therapy. Section of the 
superficial femoral vein is a relatively harmless interruption, 
but since it offers insecure protection against embolism (once 
thrombosis has started), it must be supported by anticoagulation. 
Experience with early quiet thrombosis (phlebothrombosis) 
treated by vein interruption or by anticoagulation indicates that: 
1. The consistent use of gravity drainage, graded exercises, 
bandaging, and the proper balance between dependency and 
elevation is of advantage in establishing a permanently efficient 
collateral venous return from the lower limbs, and is especially 
required after extensive thrombosis. 2. The connections of the 
deep (profunda) with the superficial femoral vein are usually 
intimate, and occasionally the two systems are practically one, 
but the combined systems have unsatisfactory collateral con- 
nections with higher veins. 3. The normal deep femoral system 
of veins may be expected to offer a good collateral pathway 
as long as the common femoral vein is open. 4. Surgical 
obstruction of the common femoral vein seriously opposes the 
establishment of an effective collateral circulation but may be 
compensated for by prolonged physical therapeutic measures. 


Sympathectomy in Far-Advanced Arteriosclerotic 
Peripheral Vascular Disease.—Coller and associates became 
interested in 1945 in the possibilities of salvage by lumbar 
sympathectomy of extremities affected by far-advanced arterio- 
sclerotic peripheral vascular disease with ulceration and gan- 
grene. This group had previously been doomed mostly to 
amputation. During the two and one-half year period ending 
Jan. 1, 1948, 350 patients with arteriosclerotic peripheral vas- 
cular disease were seen and 103 lumbar sympathectomies have 
been performed in 83 patients. First 63 patients operated on 
prior to July 1, 1947 were studied in order to identify indi- 
cations for, and contraindications to, lumbar sympathectomy. 
Definite contraindications are (1) severe cerebral, cardiac or 
renal involvement; (2) parodoxic response to lumbar block, 
that is, a drop in digital temperature or an aggravation of 
the patient’s symptoms; (3) a rapidly progressing process with 
widespread arterial involvement; (4) far-advanced atrophy of 
the involved extremity with skeletization, and (5) constant 
intractable pain. The following indications are important m 
selecting suitable patients for sympathectomy: (1) subjective 
or objective response to lumbar sympathetic block; (2) lack of 
widespread arterial involvement with slowly progressive vas- 
cular changes; (3) prophylaxis in patients with contralateral 
amputation. This is now being done routinely in cases in which 
specific contraindications do not exist; (4) as a measure of last 
resort after other forms of therapy have failed to arrest the 
process. Sympathectomy has proved to be a relatively safe 
operation in patients who are usually considered poor surg 
risks. Only 1 death has occurred in 63 operations. Complica- 
tions were observed in 14 patients. These included wound 
infections, paradoxic gangrene, delayed congestive syndrome 
and postoperative neuralgia. Forty-four of the 63 patients fol- 
lowed for more than two and one-half years obtained 
degrees of aileviation of symptoms ranging from complete 
amelioration to slight but significant improvement. Eleven 
underwent eventual amputation, obtaining no help from sym 
pathectomy. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


British Journal of Dermatology and Syphilis, London 
61 : 233-268. (July) 1949 

*Malignant Lupus Erythematosus. J. M. Beare.—p. 233. 

Histology of-Granuloma Annulare Compared with that of Necrobiotic 

Nodules of Rheumatoid Arthritis. R. E. Bowers.—p. 247. 

Acanthosis Nigricans Associated with Bronchial Carcinoma: Report of 

2 Cases. B. K. Ellenbogen.—p. 251. 

Malignant Lupus Erythematosus.—Beare prefers the term 
malignant. lupus erythematosus to acute disseminated lupus 
erythematosus... He reports 6 new cases and stresses that malig- 
nant lupus erythematosus, polyarteritis nodosa and acute rheu- 
matic fever have a similar basic pathology. Polyarteritis nodosa 
can be the end result of an anaphylactic hypersensitivity reac- 
tion, and acute rheumatic fever is probably best considered in 
the same light. The evidence available strongly suggests that 


the same mechanism plays a prominent part in malignant lupus 
erythematosus. The essential clinical features of malignant 
lupus erythematosus are a prolonged irregular fever with a 
tendency to remissions, involvement of synovial or serous mem- 
branes (arthritis, pericarditis, pleurisy), deficiencies of bone 
marrow function (anemia, leukopenia, thrombocytopenia), changes 
in the level of the plasma proteins with elevation of the globulin 


fraction, signs of renal damage (hematuria, albuminuria) and 
a characteristic skin rash. The important abnormality in malig- 
nant lupus erythematosus is the patient’s tissue and its faulty 
reaction to antigens, which have not yet been identified. These 
antigens may be of many types and are not necessarily bacterial, 
nor need the bacteria be those commonly regarded as pathogenic. 


British Medical Journal, London 
2:191-242 (July 23) 1949 


*Fibr tty Tissue and Its Relation to Certain “Rheumatic” Syndromes. 
W. Ss. C. Copeman.—p. 191. 

Rhe toid Arthritis in the Young. B. Schlesinger.—p. 197. 

Psychogenic Rheumatism. W. Tegner, D. O'Neill and A. Kaldegg. 
—p. 201. 

Cas f Rheumatoid Arthritis Simulating Pyogenic Infection. D. S. 
Short.—p. 204. 

Fibr stic Disease of the Pancreas. W. J. Matheson.—p. 206. 

*Fata ase of Polio-Encephalitis Due to Poliomyelitis Virus. G. H. 
I ngs, J. L. Hamilton-Paterson and F. O. MacCallum.—p. 210. 
Fatal Case of Acute Encephalomyelitis Due to Poliomyelitis Virus. 

W. H. Kelleher, A. B. Bratton and F. O. MacCallum.—p. 213. 
Streptomycin in Development of Hydrocephalus in Tuberculous Men- 
ingitis. S. N. De.—p. 214. 


Fibrofatty Tissue and Its Relation to Rheumatic Syn- 
dromes.—According to Copeman, biopsy does not seem to con- 
firm the current impression that muscle or fibrous tissues are 
generally the seat of cellular. change in nonarticular rheumatism 
or that inflammation is the underlying pathologic condition. 
He reviews the concept of fibrositis and presents a classification 
based on the structure of the nodules found at the source of 
the pain. He produces evidence that the fat tissues of the body 
are subject to pathologic variations which cause pain. This pain 
is generally labeled as “rheumatic” or “fibrositic.” When this 
occurs in the neighborhood of joints, the condition is often 
wrongly termed arthritic. Several recognizable “rheumatic” 
syndromes can be the result of an abnormal retention of fluid 
by fat lobules in certain situations. When this occurs, they 
endeavor to swell, but, being confined by indistensible fibrous 
tissue, they are unable to do so and tension pain results. In 
some such cases a flaw occurs in the fibrous covering, resulting 
in herniation of the enclosed fat lobule into an adjoining layer. 
Such herniations may be of three types. The origin of this 
selective swelling is probably endocrine. The direct effect of 
cold may unmask it. The syndromes described as being due 
to this abnormality of fat are “fibrositis,” which occurs in any 
of the several normally occurring fat pads, and panniculitis, 
which occurs in abnormally deposited fat, mostly in predictable 
sites. Panniculitis may occur with or without general obesity. 
In either case the chief sites of pain tend to remain similar. 
Adiposis dolorosa (Dercum’s disease) would appear to be only 
a quantitative variation of this combination. Treatment must 
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be directed concurrently along several lines, which include diet, 
endocrines, diuresis and dehydration, local injections, physical 
therapy and surgery. 


Polioencephalitis Due to Poliomyelitis Virus.—Jennings 
and associates present the case of a boy of 3% years who died 
of polioencephalitis. Although clinically there was mainly 
encephalitic and brain stem involvement, the cerebral changes 
were merely those of cortical congestion and the pons showed 
only a mild inflammatory reaction. The spinal cord, on the 
other hand, showed gross and widespread destruction of anterior 
horn cells. No really satisfactory explanation from histologic 
study of the cord and the brain to account for the definite 
clinical evidence of upper neurone involvement. Congestion, 
edema or slight early changes in these neurones might be 
adduced as causes of the signs. Inoculation of the nervous 
tissues of this case in monkeys resulted in symptoms and his- 
tologic lesions closely akin to those in human beings. This 
seemingly encephalitic condition was thus proved to be due to 
an infection with poliomyelitis virus. 


Lancet, London 
2:141-180 (July 23) 1949 
Gleanings in Field of Thyroid Surgery. J. W. Linnell and J, E. 

Piercy.—p. 141. 

*Action of Hetrazan on Filariasis and Onchocerciasis. F. Hawking and 

W. Laurie.—p. 146. 

Loiasis Treated with Hetrazan (Banocide). F. Murgatroyd and A. W. 

Woodruff.—p. 147. 

*Sequelae of Meningococcal Meningitis in Children. J. D. Matthews. 

—p. 149, 

nimties of Karp Strain of Rickettsia Tsutsugamushi. E,. H. Derrick 

and H. E. Brown.—p. 150. 

New Contrast Medium for MHysterosalpingography. B. Williams. 
Pn Sg Associated with Amoebic Hepatitis: Normal 

Rhythm Restored with Emetine. M. D. Rawkins and G. L. S. 

Konstam.—p. 152. 

Action of Hetrazan® on Filariasis and Onchocerciasis.— 
According to Hawking and Laurie hetrazan® (1-diethylcarba- 
myl-4-methyl-piperazine dihydrogen citrate) is a new compound 
which has recently been introduced for the treatment of filariasis. 
They describe their observations during preliminary clinical 
investigations of the preparation in Tanganyika and Uganda. 
Under African conditions the dose schedule must be as simple 
and short as possible if it is to have wide,application. As a 
general rule patients were treated with only one dose per day 
and treatment was not continued more than seven days. The 
effects of the drug on Microfilaria bancrofti, on Onchocerca vol- 
vulus and on the patients are cited. The authors stress that 
hetrazan® is rapid in action and effective in removing micro- 
filariae from the blood of patients infected with Wuchereria 
bancrofti. It does not remove microfilariae from hydroceles, 
and it has no direct toxic action on microfilariae in vitro. 
The clinical observations are compatible with the hypothesis 
that hetrazan® acts by modifying the microfilariae so that they 
are seized by phagocytes. Hetrazan® removes microfilaria from 
the skin in patients with onchocerciasis, but apparently it does 
not kill the adult worms. It is well tolerated by patients with 
infection with W. bancrofti, but it provokes violent allergic reac- 
tions in patients with onchocerciasis. 

Sequelae of Meningococcic Meningitis in Children.— 
Matthews reports that among the 50 children with meningococcic 
meningitis treated at the Hospital for Sick Children in London 
over the ten year period ending in May 1948, there were 7 who 
died of the meningitis; 1 died eleven months later with pneu- 
monia and bilateral mastoiditis following whooping cough. Of 
the remaining 42 children, 35 were seen and examined person- 
ally; 3 were followed by letter, and a doctor’s report obtained 
where the child was not normal; 4 could not be traced. Sequelae 
were detected in 4 of the children, but in only 1 of them were 
they severe enough to necessitate admission to a special insti- 
tution. This child was 13 months old when he had meningitis. 
He has hydrocephalus, hemiplegia and optic atrophy and is 
mentally defective and deaf. The other 3 children have deaf- 
ness as their only disability, 2 of them being almost completely 
deaf in both ears while the third had bilateral otitis media 
simultaneously with meningitis and now has impaired hearing in 
the right ear. The fact that all the fatalities as well as all the 
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serious sequels occurred in children less than 2 years old (6 of 
7 deaths in children less than 1 year old) indicates that the prog- 
nosis of meningococcic meningitis is most unfavorable in the 
The most common permanent sequelae in 
Com- 


youngest age group. 
this age group are blindness, deafness and mental defect. 
paring the death rate, as well as the incidence of sequelae in 
this series with those given in reports antedating the era of 
improved therapeutic methods, the author states that adequate 


chemotherapy greatly reduces the mortality. Of equal impor- 


tance is the low incidence of serious sequelae. 


Medical Journal of Australia, Sydney 
2:1-36 (July 2) 1949 


White and F. E. Williams. 


Microbiological Assay of Vitamins. C, 
p. 1. 

Incidence of Parasitic Infections in New South Wales. 
J. J. Lawrence and G. A. M. Heydon.—p. 7. 

Sphenoidal Sinusitis in Adults. C. M. Eadie.—p. 11. 

Safety Factors in Colon Cancer Surgery. H. H. Eddey.—p. 13. 

Contribution to Causation’ of Atropine Allergy. E. M. Trautner. 

17. 

Effect of Ligation of Pancreatic Ducts upon Action of Alloxan in the 

Dog. D. M. Adams.—p. 17. 


A. J. Bearup, 


Proceedings of Royal Society of Medicine, London 
42:459-562 (July) 1949. Partial Index 


Persistent Painful States After Digital Nerve Injury. R. P. Jerson. 
p. 459 
Use of 
Adair 
Treatment of 
p. 481 
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Irradiation, Surgery and Hormones in Breast Cancer. F. E. 


p. 468, 
Prostatic Bone. E. W. Riches. 


Secondary Deposits in 


Deafness Its Clinical Criteria, Old and New. M. R. Dix, 
Hallpike and J. D. Hood.—p. 527 
Therapy in Hydronephrosis. J. G. Yates Bell.—p. 541. 


Pituitron 


Deutsche medizinische Wochenschrift, Stuttgart 
74:845-892 (July 15) 1949. Partial Index 


with Especial Considera- 
Fahndrich and 


Aminopy rine 
Rheumatism. W. H. 


Administration of 
tion of Chronic Articular 
J. Junkersdorf.—p, 845. 
Local Causes of Cholelithiasis B. Kommerell.—p. 850. 
Hormone Producing Ovarian Tumors. V. Dubrauszky. 
"Mode of Action of Vitamin D Therapy in Tuberculosis ef Skin. R. 
and K. H. Eckes.—p. 859 : 
"Inhibiting Effect of Local Application of Penicillin on Formation of 
Granulations: Its Nature and Prevention. S. Rauch.—p. 863. 
"Ultrasonic Wave Therapy in Rheumatic Diseases: Fate of Patients with 
Bechterew's Disease After Ultrasonic Wave Therapy. U. Hintzelmann. 
Pp 869. 
*Contribution to 
p 871, 


Mode of Action of Vitamin D in Cutaneous Tuberculo- 
sis.—Brett and Eckes show that clinically as well as histologi- 
cally there is a remarkable similarity between the therapeutic 
process that takes place in cutaneous tuberculosis under the 
influence of a salt-free diet and that which takes place during 
treatment with vitamin D. The authors present investigations 
which indicate that treatment with vitamin D even more than a 
salt-free diet induces remineralization of the skin. Experiments 
suggest that the calcium content of the skin increases and the 
alkaline reserve decreases. When large doses of vitamin D are 
given, the urinary elimination of chlorides increases. The aver- 
age chloride values of the serum decrease under the influence 
of vitamin D therapy. Observations on the time required for 
the resorption of the wheal produced by isotonic sodium chloride 
solution further corroborate changes in the skin. The results 
of investigations suggest that in vitamin D therapy of cutaneous 
tuberculosis, it is not the tubercle bacillus that is modified; 
neither are the specific defense mechanisms not necessarily 
improved, but the cutaneous terrain is changed in a manner that 
is favorable for healing. This would also explain the fact that 
although cutaneous tuberculosis is favorably influenced by vita- 
min D therapy or a salt-free diet, pulmonary tuberculosis is 
rarely favorably influenced by these measures and may even be 
exacerbated. Those forms of tuberculosis are influenced favor- 
ably by vitamin D therapy in which the cutaneous terrain is of 
decisive importance. By combining salt-free diet with vitamin 
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Therapy with Ultrasonic Waves. H. K. Niemdller. 


D therapy one might possibly decrease the dose of vitamin D 
and still obtain the same results. 
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Local Penicillin Therapy: Inhibiting Effect on Granu- 
lation.—Rauch presents evidence which indicates that the local 
application of penicillin to wounds results in a moderate reduc- 
tion in the growth of granulations. This is caused by toxic dam- 
age to the capillaries probably by impairment of the connective 
substance of the cells of the vascular walls, which in turn results 
from the vitamin C deficiency brought on by penicillin. This 
deficiency may also have a direct effect on the growth of fibro- 
blasts and fibrocytes, because both effects (exudation and reduced 
sprouting of connective tissue) can be prevented if vitamin C is 
administered locally and vitamin K by intramuscular injection. 
This toxic effect of penicillin may become important when, 
within the year, the patient has had an attack of mycosis or 
furunculosis, because these noxious factors may become intensi- 
fied by the allergic factor. It is also possible to counteract them 
by the administration of higher doses of vitamins C and K. If 
penicillin is to be applied locally to open wounds, hypersensitivity 
to penicillin should first be ascertained by an intracutaneous test 
(0.2 cc.) and vitamins C and K should be given in order to 
counteract the granulation-inhibiting effect of penicillin. 

Ultrasonic Wave Therapy in Arthritis of Spine.—H int- 
zelmann discusses follow-up observations on 350 patients with 
Bechterew’s disease (rheumatoid arthritis of the spine) all of 
whom were treated with ultrasonic waves, some as far back as 
1941. He employs an apparatus that has a frequency of 800,000 
Hertz per second. Ultrasonic wave therapy has produced grati- 
fying results in Bechterew’s as well as in the related Marie- 
Strumpell’s disease. Neither spondylarthritis ankylopoietica dorsi 
nor rheumatoid arthritis of the spine are any longer entirely 
hopeless, since they can be favorably influenced by ultrasonic 
wave therapy. 

Ultrasonic Wave Therapy.—Niemoller discusses the vari- 
ous frequencies and wattages employed for ultrasonic wave 
therapy and reports his experiences with this form of therapy 
over a period of fourteen months in which a total of 679 treat- 
ments were given to 120 patients. Favorable results were 
obtained in patients with gastroduodenal ulcers, crural ulcers, 
sciatica and other forms of neuritis, in a case of trigeminal 
neuralgia, in patients who had sustained contusions, in muscular 
dystrophy and in humeroscapular periarthritis. 


Journal de Médecine de Lyon 
30:497-546 (July 5) 1949. Partial Index 


Diagnosis and Treatment of Generalized Chronic Articular Rheumatism. 
P. P. Ravault.—p. 497. 
Surgical Treatment of Deafness. Rebattu.—p. 507. 
“Surgical Possibilities for Cancer of Pancreas. P. Mallet-Guy.—p. 521. 
Surgery for Cancer of Pancreas.—Mallet-Guy performed 
biliary anastomoses in 49 patients with cancer of the head of 
the.pancreas during the period 1942 to 1949. Cholecystogas- 
trostomy was practiced as a rule and cholecystoduodenostomy 
or choledochoduodenostomy in exceptional cases. There were 
7 postoperative deaths (16 per cent), as compared with 28 post- 
operative deaths (42.5 per cent) of the 66 patients operated on 
up to 1939. Only 1 of 20 patients of the recent series operated 
on died between the thirtieth and sixtieth day after the appear- 
ance of icterus, while up to 1939 the mortality rate was 59 per 
cent in patients who had been operated on later than thirty 
days after the appearance of icterus. Today the operative risk 
associated with hemorrhage and hepatic insufficiency may be 
reduced considerably by the systematic control of the prothrom- 
binemia and prevention of hypoprothrombinemia by the admin- 
istration of vitamin K and biliary extracts, even in cases im 
which icterus has been present as long as two months. Surgical 
excision of cancer of the pancreas need no longer be limited 
to cases in which the body of the pancreas is involved and in 
which the opportunity for early intervention was missed because 
of the absence of symptoms. It may now be carried out m 
cancer of the head of the pancreas complicated by icterus. 
Three of the author’s patients recovered after pancreatoduo- 
denectomy, the follow-up periods lasting six to eighteen months. 
This operation involves considerable risk, which may be reduced 
by the diagnosis of the tumor in its earliest stages. Determina- 
tion of bilirubinemia and of phosphatasemia may be of value 
in establishing the nature of the icterus. McLagan’s test offers 
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an aid to early diagnosis. Surgical exploration with a biopsy 
and manometric and roentgenologic examination of the common 
bile duct will establish the nature and the localization of the 
lesion. Early surgical intervention instead of the classic expect- 
ant treatment, at least immediately after the appearance of 
icterus if not before, is advisable. 


Monatsschrift fiir Psychiatrie und Neurologie, Basel 
118:1-68 (July) 1949. Partial Index 
*Vascular Headache Caused by Arterialgia of Superficial 
Artery and Its Surgical Treatment. F. Kajtor.—p. 1. 
Structure of Unilateral and Bilateral Disturbances in Body Schema: 
Finger Agnosia, Atypical Anosognosia. A. Juba.—p. 11. 
Electroshock as Diagnostic Aid in Schizophrenia. L. Halpern.—p. 61. 
Headache Caused by Arterialgia of Superficial Tem- 
poral Artery.—Kajtor points out that there are headaches of 
vascular origin which are localized in the superficial temporal 
artery. Good results are to be expected from temporal arteriec- 
tomy, but vascular pain in several, especially bilateral, arterial 
areas is not amenable to this type of treatment. The author 
describes a test which has been found helpful in selecting 
patients who can be expected to benefit from temporal arteriec- 
tomy. He employs the histamine provocation test simultaneously 
with the periarterial procaine infiltration test. The histamine 
provocation test consists in the intravenous injection of 0.05 or 
0.1 mg. of histamine. This injection either provokes or inten- 
sifies the vascular (arterialgic) headaches but not other types 
of headaches. Procaine infiltration around the suspected tem- 
poral artery is a valuable aid for localization of an arterialgic 
process. Since it may often mislead one, the author now 
employs histamine provocation during the full effect of peri- 
arterial procaine infiltration. The author performed this com- 
bination test in only about half of the 26 patients on whom he 
performed temporal arteriectomy. Some of the operations in 
which the test had not been made proved useless. The author 
performed unilateral arteriectomy in a total of 19 patients, of 
whom 4 showed no improvement. The others showed either 
lasting or temporary improvement. Of the 7 in whom bilateral 
arteriectomy was done, only 1 obtained complete relief, 2 others 
obtained considerable improvement and 4 no improvement. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 


93: 1833-1940 (June 4) 1949. Partial Index 
Recurrence in Malaria. W. de Graaf.—p. 1849. 
Heparin and Penicillin During Puerperium. D. van Veen.—p. 1861. 
*Sickle Cell Disease. A. van der Sar.—p. 1867. 

Sickle Cell Disease.—According to van der Sar sickle cell 
disease is a hereditary disorder, transmitted by the father as 
well as by the mother, which is found mostly among Negroes. 
Investigations in the Negro population of Curacao revealed that 
the average incidence of sickle cell disease among 2,499 persons 
examined was 10.7 per cent. It was higher among women 
than men, 12.3 and 9.4 per cent, respectively. The author 
presents observations on a family in whom both father and 
mother had the sickle cell trait. Of the 10 surviving children 
all 5 boys were free from it, whereas all 5 girls had the sickle 
cell trait and 3 of them, aged 12, 8 and 2% years, had sickle 
cell anemia with frequent recurrences. The author discusses 
changes observed in the bone marrow and spleen in patients 
with sickle cell anemia. The prognosis is influenced by the 
family history, age, sex and intercurrent infections; pneumonia 
is particularly dangerous. Mortality is especially high among 
children. Pregnancy presents a grave problem. The blood 
status of a pregnant woman with sickle cells should be kept 
under observation. Early resort to blood transfusion and hepatic 
therapy may insure a favorable termination of the pregnancy. 


93: 1941-2016 (June 11) 1949. Partial Index 


Aerosol Treatment of Asthma and Emphysema. J. C. Gerrits.—p. 1947. 
Air as Contrast Medium in Myelography. J. Tans and A. van den 
. Broek.—p. 1958. 

Treatment of Purpura Resulting from Injections of Gold Preparations. 

W. F. S. Kroese.—p. 1967. 

Treatment of Purpura Resulting from Injections of 
Gold.—Kroese describes 2 cases of purpura which developed 
after a series of injections of gold preparations. The first 
patient, a man aged 55, after having received a series of injec- 
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tions with a gold preparation, was treated for about a month 
with aminopyrine, then for eight days with another pyrine 
compound and, after an interval of several days, another series 
of injections with the gold preparation was begun. Ten days 
later signs of purpura developed and intramuscular injections 
of BAL (2-3 dimercaptopropanol) were begun at once. This 
resulted in rapid recovery. The second patient, a woman aged 55, 
had been given several series of injections of gold preparations 
with intervals of several months. In this patient treatment 
with BAL was begun after hemorrhages had been observed 
for five months; in this case the BAL therapy was ineffective. 
After removal of the spleen the hemorrhagic tendency dis- 
appeared temporarily, although the thrombopenia remained. A 
few months later, during a period of relapsing cystopyelo- 
nephritis, the patient had a relapse of the hemorrhagic diathesis ; 
she died of a hemorrhage in the brain. 


Nordisk Medicin, Stockholm 
41:1123-1154 (July 1) 1949. Partial Index 


R. Luft.—p. 1123. 
Disorder in Autonomic Nervous Sys- 


Disturbances of Growth. 
Megaesophagus and Megacolon. 
tem? M. Jersild.—p. 1132. 

Treatment of Fracture of Radius. E. Madsen.—p. 1134. 
Hemorrhage Due to Dicumarol Treatment After Resection of Stomach. 
B. Fries.—p. 1137. 


“Isolated Plasmocytoma with Hypercholesteremia. L. Anda.—p. 1139. 


Isolated Plasmocytoma with Hypercholesteremia.—Soli- 
tary myeloma, Anda states, is a rare condition which may be 
present for years without spread and without causing changes 
in the chemical content of the blood, myeloma cells in the 
sternal punctate or renal infection. It is highly radiosensitive, 
but roentgen treatment must be intensive. In a man aged 42, 
with history of pain in the right hip for nine or ten months, 
roentgen examination showed a large destructive process in 
the right ileum and right pubic bone. The final diagnosis was 
plasmocytoma. Sternal puncture revealed no myeloma cells. 
The accompanying hypercholesteremia is believed to be an 
essential hypercholesteremia. Roentgen treatment resulted in 
steady improvement and as far as can be judged from repeated 
biopsies has fully destroyed the tumor tissue, though fatal spread 
within a few years may be expected. However, freedom from 
recurrence has been reported for as long as twenty years. 


Ugeskrift for Laeger, Copenhagen 
111:661-690 (June 16) 1949. Partial Index 


*Intravenous Digitalis Therapy with Lanatocide C. (Cedilanid). E. Hars- 
igf.—p. 661. 

Warts on Foot. P. A. Blinkenberg.—p. 672. 

Tuberculosis of Bone and Trauma. H. Thomsen.—p. 673. 

Nitrogen Mustard Treatment in Idiopathic Polycythemia. T. Ebbe. 


—p. 674. 
Foreign Bodies in Skin. 

Intravenous Digitalis Therapy with Lanatocide C. — 
Harslgf considers lanatocide C indicated in acute decompensa- 
tion with auricular flutter as well as sinus rhythm, in acute auric- 
ular fibrillation and acute auricular flutter and in paroxysmal 
tachycardia. The advantages of lanatocide C given intravenously 
over peroral digitalis therapy are rapid effect and slight ten- 
dency to cause dyspeptic disturbances. The advantage of lana- 
tocide C over strophanthin is that the former can be given 
safely to fully digitalized patients. For ten months the author 
used lanatocide C in all cases in which strophanthin formerly 
would have been given. Forty-seven patients were treated. 
He believes that lanatocide C can fully replace strophanthin. 
It seems to be an effective and safe digitalis preparation, with 
good diuretic effect and well borne by patients with hyperten- 
sion. The optimal introductory dose is 1.6 mg. in patients not 
previously digitalized ; if digitalis has been given an initial dose 
of 0.8 mg. is advised. The continued dosage depends on the 
effect, which varies considerably in different persons. The total 
dosage varies from 1.6 to 7.6 mg. A patient with cardiac decom- 
pensation was treated with injections of lanatocide C with 
excellent effect (Nylin), and good results were obtained in a 
case of acute pulmonary edema (Jervell). 


J. Spaun.—p. 675. 








1194 BOOK NOTICES Bec i i9ts 





Book Notices 


The Autobiography of Benjamin Rush: His “Travels Through Life” 
Together with His “Commonplace Books’ for 1789-1813. Edited with 
introduction and notes by George W. Corner. Now first printed in full 
from the original manuscripts in possession of the American Philosophical 
Society and the Library Company of Philadelphia. Cloth. Price, $6. 
Pp. 399, with illustrations. Published for the American Philosophical 
Society by Princeton University Press, Princeton, N. J., 1948. 

Stormy petrel of American medicine of the Revolutionary 
period was Benjamin Rush. Combined in one man was a genius 
for organization, great ability as a physician, an inspired states- 
man and a writer of considerable quality. His eccentricities 
combined to disturb his friends and associates. Now his autobi- 
ography and his “Commonplace Books” are gathered in a single 
volume edited by the extremely capable George W. Corner. 
The “Commonplace Books” are diaries kept by Dr. Rush in 
which he made occasional entries and which he left to languish 
frequently when occupied with other affairs. In the diaries he 
writes with great directness. Thus a comment on Dr. Alexander 
Ramsey, who came to the United States as a wandering teacher 
of anatomy : 


He gave six lectures in New York and six in Philadelphia upon what 


he called the “natural theology of human body.”’ These lectures were 
desultory, incoherent and a melange of natural history, metaphysics, 
morals and Religion, but they were now and then illumined by a striking 
fact and bold flights of genius 

Every physician will find this book a fascinating account, and 


it is beautifully presented by the publisher 


Tobias Smollett, Doctor of Men and Manners. By Lewis Mansfield 
Knapp Cloth Price, $5. Pp. 362, with 13 illustrations Princeton 
University Press, Princeton, N. J.; Oxford University Press, Amen House, 
Warwick Sq., London, E.C.4, 1949. 

Among the great British writers who were physicians, the 
name of Tobias Smollett ranks high. The author has done a 
comprehensive research which does not neglect the surgical 
practice of Tobias Smollett or his literary apprenticeship. 
Smollett received his medical degree in 1750 from Aberdeen. 
His writing was a coincidental profession which eventually 
absorbed his full time. He gave up the practice of medicine 
about 1753, having written some satires on medical practice. 
The available literary remains indicate that he must have 
attended hundreds of patients, but the records of only two were 
preserved. One record describes an abnormal obstetric case 
which he reported to Smellie. The second medical note describes 
a postmortem examination. His knowledge of medicine does not 
seem to have contributed much to his literary accomplishments. 
The British at that time had small regard for Scotch medical 
degrees. An essay which he wrote in 1752 on the external use 
of water was an attack on the unhygienic conditions of the 
facilities for bathing in Bath. Some of the characters created 
by Tobias Smollett are immortal, including Roderick Randon 
and Peregrine Pickle. He stands high among the humorous 
novelists in English literature. 


Medicine on the March: A Progress Report By Marguerite Clark. 
A Newsweek Book. Cloth. Price, $3.50. Pr P lished for News- 
week by Funk & Wagnalls Company, 153 E. 2 St, New York 10, 1949. 

From the time of the beginning of the war the columns in 
Newsweek on medicine have sustained a high standard for 
accuracy, clear writing and comprehensive coverage. With 
these eolumns as a basis, the medical editor of Newsweek, 
Marguerite Clark, discusses such major disturbances as high 
blood pressure, heart disease and cancer as well as others much 
in the public eye. Three concluding chapters deal with new 
drugs and technics, mother and child health and old age. The 
section on new drugs and-technics gives reference to a number 
of products that have already disappeared from general use 
and others which are in no sense of the word established. 
The difficulty of careful selection is one which disturbs all 
those concerned with the intensified progress of medicine. The 
volume contains a vast amount of information but lacks a great 
deal in continuity. The book is not one to be read through at 
a single sitting but rather one of intense interest to all who 
like to keep abreast of what is going on in medicine. 











Atlas of Human Anatomy: Descriptive and Regional. By M. w, 
Woerdeman, M.D., F.R.N.A.Sc., Professor of Anatomy and Embrology 
and Director of the Department of Anatomy in the University of 
Amsterdam, Amsterdam. Volume 1: Osteology, Arthrology, Myology. 
Cloth. Price, $12.50. No pagination, with 512 illustrations. Williams 
& Wilkins Company, Mt. Royal & Guilford Aves., Baltimore 2, 1948, 

The distinguished professor of anatomy of the University 
of Amsterdam here offers the first volume of a new Atlas of 
Human Anatomy, which compares favorably with the best that 
were available before the war, including the books by Spalteholz 
and by Toldt. This new atlas follows closely what is visible 
on dissection. The drawings include dissection not only of 
adults but also of children. Color is used when necessary, 
Volume I includes the entire locomotor apparatus. Volume II 
will deal with the blood, circulation, nervous system and sense 
organs. Volume III will cover regional anatomy, peripheral 
vessels and nerves and roentgenograms. The book is magnifi- 
cently printed on excellent stock and will no doubt find a place 
among recommended works wherever dissection and the prin- 
ciples of anatomy are taught. 


Cardiovascular Disease in General Practice. By Terence East, MA, 
D.M., F.R.C.P., Physician and Physician-in-Charge of Cardiological 
Department, King’s College Hospital, London. Third edition. Cloth. 
Price, $4; 15s. Pp. 208, with 34 illustrations. The Blakiston Co., 
Division of Doubleday & Co., Inc., 1012 Walnut St., Philadelphia 5; H. 
K. Lewis & Co., Ltd., 136 Gower St., London, W.C.1, 1949. 

This book succeeds fai-ly well in its aim as stated in the 
preface, namely, “to give clear, succinct, and practical informa- 
tion seasoned with sane comment.” Some discussions seem a 
little too abbreviated. More might have been said about such 
subjects as anticoagulant therapy in coronary occlusion and 
newer studies of congenital heart disease via intracardiac 
catheterization. The treatment of heart failure is well described. 
No cardiograms are contained in this book, and the author gives 
his reasons for their omission. However, cardiograms might be 
of interest and help to the general practitioner at least in 
illustration of some of the text, as for example in the arrhyth- 
mias. The book should be well received by those engaged in 
general practice. 

Reproduction and Survival. By R. Christie Brown, M.B., M.S., F.R.CS,, 
Obstetric Surgeon, City of London Maternity Hospital, London. Cloth. 
Price, $2.25. Pp. 108. Williams & Wilkins Co., Mount Koyal & 
Guilford Aves., Baltimore 2; Edward Arnold & Co., 41-43 Maddox St. 
London, W.1, 1948. 

This philosophic review of reproduction takes the point of 
view that reproduction is not a natural process but one that 
is associated with many dangers. Reproduction is designed by 
nature for perpetuation of the race. This biologic and thoughtful 
consideration of the various processes that enter into birth will 
be found stimulating and interesting by every physician and 
particularly by obstetricians who are inclined to approach their 
specialty with a more mechanical and technologic than philo- 
sophic attitude. 


The Case of Augustus d’Esté. By Douglas Firth, M.A., M.D., F.R.CP. 
Cloth. Price, $1.75. Pp. 58, with 3 illustrations. The Macmillan 
Company, 60 Fifth Ave., New York 11; Cambridge University Press, 
Bentley House, 200 Euston Road, London, N.W.1, 1948. 

This unusual book reports the infancy and adolescence of a 
young man with important family connections, an illegitimate 
grandson of George III, who had disseminated sclerosis and 
who kept a careful record of his life and his illness. The 
record covers the early 1800’s and gives a fine picture of the 
difficulties of medical practice with such patients in those days, 
difficulties which incidentally still prevail. The patient suffered 
from the disease for twenty-six years. The book has special 
attraction for neurologists with an interest in medical history. 


Overweight is Curable. By Wilfred Dorfman, M.D., and Doris John- 
son, M.S. Cloth. Price, $2.75. Pp. 160. The Macmillan Company, 
60 Fifth Ave., New York 11, 1948. 

Here is another popular book on reduction of weight based 
on the concept that the chief cause of obesity is overeating and 
that treatment is the low caloric diet. The book includes a 
excellent table of foods to aid readers in selecting reducing 
diets. It includes, also, diets of various caloric values ready 


made for those who need them. 
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Surgery of the Eye. By Meyer Wiener, M. D. Second edition. Cloth. 
price, $12. Pp. 426, with 426 illustrations. Grune & Stratton, Inc., 381 
4th Ave., New York 16, 1949. 


Wiener’s intensely practical “atlas” of ophthalmic surgery has 
been carefully revised, and he has adhered to his original inten- 
tion of supplying the student of ophthalmology and the practicing 
ophthalmologist with a ready reference guide. He has wisely 
refrained from attempting to refer to or describe every operation. 


However, all of the important ocular disturbances requiring 
surgical correction are treated from the standpoint of his 
extensive surgical experience, and the operation he describes 
is the one he has found to be most satisfactory. The work is 
clearly written, and he makes a point of having an illustration 
to describe each step of his technic. The chapters on general 
consideration and on the preparation of the patient should be 
read by every ophthalmic surgeon. The incidence of post- 
operative inflammatory complications would be greatly reduced 
if all would adhere to his advice that there should be no “active 
focal points of infection.” Barkan’s goniotomy procedures and 
the author’s ingenious method of corneal transplantation are 
described in detail. There have been many advances in enucle- 
ation procedures since Ruedemann first attached the ocular 
muscles to a plastic prosthesis, but no final conclusion can be 
drawn as to the comparative value of these procedures at 
present and some of the results have been unsatisfactory. Wiener 
has wisely elected to describe only the technic of scleral implan- 
tation proposed by Burch. The book is compact, clearly written, 
beautifully illustrated and well indexed. 


The Chemistry of Penicillin. Report on a Collaborative Investigation 


by American and British Chemists under the Joint Sponsorship of the 
Office of Scientific Research and Development, Washington, D. C., and 
the Medical Research Council, London. Compiled under the Auspices of 


the National Academy of Sciences, Washington, D. C. Pursuant to a 
Contract with the Office of Scientific Research and Development. Editorial 
Board Hans T. Clarke, John R. Johnson, Sir Robert Robinson. Cloth. 


Price, $36. Pp. 1094, with illustrations. Princeton University Press, 
Princet N. J., 1949. 

This monograph is a detailed collection of the results obtained 
by some forty British and American scientific groups collabo- 


rating on investigations to determine the chemical structure of 
penicillin and a method for its synthesis. Several brief reports 
on the principal findings of these groups have appeared in 
various scientific journals, but this monograph is the only pub- 
lished report giving the experimental details of this investigation. 

The book is divided into 30 chapters, which have been written 
by authors who were chosen because of familiarity with the 
subject assigned to them. Several chapters deal with the history 
and early investigations of penicillin, but the majority of the 
chapters treat the various methods of chemical degradation and 
synthesis used to determine the structure of the penicillins and 
the methods employed in the synthesis and attempted synthesis 
of penicillin. A number of chapters are also devoted to physical 
methods utilized in the study of the structure of penicillin. A 
single chapter discusses the methods of assay which are appli- 
cable to the penicillins, and a final chapter consists of an 
appendix listing the origin, dates of issue and receipt of the 
various progress reports which were used as source material 
for the monograph. 

The publication is of particular value because of the great 
amount of detailed chemistry it contains which appears in no 
other publications. It is also of interest because it gives a good 
over-all view of the varied methods and lines of thought of a 
number of groups trying to solve a difficult structure and 
synthesis problem. 


OUbersicht der gebrauchlichen und neueren Arzneimittel fir Arzte, 
Apotheker und Zahnarzte. Von Dr. E. Bernoulli, P.D. fir Pharmakologie 
in Basel, und Dr. H. Lehmann, Apotheker am Biirgerspital, Basel. Seventh 
edition. Cloth. Price, 15 Swiss francs. Pp. 594. Benno Schwabe & 
Co., Klosterberg 27, Basel 10; imported by Grune & Stratton, Inc., 381 
4th Ave., New York 16, 1949. 


The sixth (1946) edition of this Swiss publication, “Review 
of Common and New Remedies For Doctors, Druggists and 
tists,” written in German, was reviewed in THe JourNAL of 
Sept. 14, 1946 (page 114). Like its predecessor, the seventh 
(1949) edition is a synopsis of both officiel drugs and those 
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proprietary medicinal preparations considered to be currently 
available in Switzerland. The publication is therefore primarily 
of interest only to persons who are familiar with the German 
language and are concerned with drug therapy in Central Europe. 

The junior author of the previous edition, Dr. J. Thomann, 
formerly the military apothecary in Bern, has been replaced by 
Dr. H. Lehmann, apothecary in the Citizens Hospital in Basle. 
The senior author indicates that the seventh edition represents 
450 deletions and about 750 new additions to the index of drug 
products as compared with the previous edition and that most 
of the increase results from the inclusion of new proprietary 
remedies in the form of drug specialities ready for administra- 
tion. The new edition follows almost identically the plan of 
the previous edition in the arrangement of chapters according to 
therapeutic indications as a convenience to practicing physicians. 
Agents having more than one type of action are mentioned under 
other pertinent subdivisions. Each section includes a general 
description of the type and mode of action of the class of drugs 
described as well gs information concerning side _ effects, 
toxicology and the treatment for overdosage. In addition to a 
complete general index to the contents, the book includes a 
therapeutic index and tabular summaries of (1) various pre- 
scriptions, (2) maximal doses of important drugs as stated by 
the Swiss pharmacopeia, (3) official drugs and preparations of 
that official publication and (4) a list of contrast substances for 
roentgenography. 

The authors admit the difficulty of making the book complete 
from the standpoint of all currently available or used drug 
preparations or critical from the standpoint of those products 
which are included. It is apparent, however, that many of 
the drugs considered important in Switzerland are no longer 
considered essential in the United States. For example, such 
drugs as aconite, hydrastis, stramonium, strychnine and valerian 
are among those listed in the authors’ tabular summary of the 
most important drugs and preparations from the Swiss pharma- 
copeia. The plethora of drugs such as these, no longer of any 
therapeutic standing in this country, is the major criticism of 
the book and limits its usefulness as a guide to rational drug 
therapy for students and practitioners alike. At most the book 
will serve only as a classified partial list of drugs and drug 
products used in Central Europe. 


Doctors of infamy: The Story of the Nazi Medical Crimes. By 
Alexander Mitscherlich, M.D., Head of the German Medical Commissivna 
to Military Tribunal No. 1, Nuremberg, and Fred Mielke. Translated by 
Heinz Norden. With Statements by Three American Authorities Identified 
with the Nuremberg Medical Trial: Andrew C. Ivy, M.D., Vice-President, 
University of Illinois, Medical Scientific Consultant to the Prosecution, 
Military Tribunal No. 1, Nuremberg; Telford Taylor, Brigadier General, 
U. S. Army, Chief of Counsel for War Crimes; Leo Alexander, M.D., 
Psychiatrist, Consultant to the Secretary of War and to the Chief of 
Counsel for War Crimes, and a Note on Medical Ethics by Albert Deutsch 
(Including the New Hippocratic Oath of the World Medical Association). 
Cloth. Price, $3. Pp. 172, with 24 illustrations. Henry Schuman, Inc., 
Publishers, 20 E. 70th St., New York 21, 1949. 

This book is the record of the action of the American military 
tribunal which inquired into the German medical war crimes. 
Mdhy of the greatest leaders of German medicine cooperated 
in these studies. The book includes statements by the leading 
figures in the trials, a discussion of medical ethics and a pic- 
torial section. It becomes clear that the “doctors of infamy” 
were not animated by any craving for research which would 
lead ultimately to the prolonging or saving of human life. They 
were carrying out orders from the central government, and 
they manufactured excuses for their conduct, rationalizing as 
human beings sometimes do who wish to be freed from feelings 
of guilt. Many thousands of the tuberculous were killed simply 
to get rid of them. Many thousands were sterilized by roent- 
gen rays and others by injections. Already the facts have been 
widely emphasized that little or nothing of any value to medi- 
cine came from these irrational experiments or mass murders. 
The defendant Karl Brandt tried to defend the experiments and 
the murders on the grounds that they were necessary for the 
conduct of the war and on the grounds that he and the others 
acted under superior authority. There can be no higher human 
authority than that of the physician concerned with the life and 
the health of a human being. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, TuerY Do NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST, 


ANTISEPTIC SOAPS 


To the Editor:—i have received literature describing the use of “phisoderm” 
with hexachlorophene 3 per cent for scrubbing the hands preoperatively. 
it is stated that one and a half to three minutes’ scrubbing with 
phisoderm is far superior to the older method of ten minutes with 
ordinary soap. Some surgeons here are using this method, but thus far 
| have been reluctant to adopt it. Your comments will be appreciated. 

M.D., Florida. 


ANSWER.—The incorporation of phenol and numerous sub- 
stituted phenols in soaps has not been feastble because, to be 
effective as an antiseptic, a harmful concentration of approxi- 
mately 20 per cent was required. Reduction to lower percent- 
ages, to provide a less irritating product, nullified the antibac- 
terial action of the phenols in the presence of excess alkali. 

Hexachlorophene is the generic name which has been adopted 
for bis(2-hydroxy-3,5,6-trichlorophenyl) methane, one of a num- 
ber of “diphenols” which have been synthesized for use in anti- 
septic The “diphenols” are derivatives of diphenyl, 
diphenylmethane and diphesylsulfide. These substances are 
weakly acidic, and when combined with excess alkali only one of 
the two phenolic groups is said to be neutralized and the other 
retains its antibacterial properties. 

Hexachlorophene, also known as G-l1 and AT-7, has been 
studied more extensively than other “diphenols.” Capable 
investigators have reported that after the use of a soap con- 
taining 2 per cent of the substance, for a week, a reduction of 
94 per cent of the resident bacteria on the hands and forearms 
was effected, whereas a soap containing 2 per cent potassium 
mercuric iodide used for the same interval gave an average 
reduction of 22 per cent. Optimum results with antiseptic soaps 
are obtained only with daily use of the preparation; occasional 
usage results in remoyal and destruction of fewer micro-organ- 
isms. It has been reported that the compound is more effective 
against the gram-positive bacteria and that to be active against 
the gram-negative organisms the soap must contain relatively 
higher percentages of coconut oil. 

One investigator has shown that hexachlorophene is adsorbed 
on the skin and retained for several days. There is no evidence 
at this time that hexachlorophene possesses irritant or toxic 
properties even after long-continued daily use. 

A number of commercial soaps, solid and liquid, and detergent 
creams containing hexachlorophene are presently available. 
They vary, with respect to the concentration of the active 
ingredient, from 1 to 3 per cent hexachlorophene. The com- 
pound is said to be more efficient when incorporated in liquid 
soaps. 

Seastone (Surgery 25:290 [Feb.] 1949) recommended a surgi- 
cal wash as follows: 1. The hands and arms are washed (not 
scrubbed) with ordinary toilet or medicinal soft soap for ome 
minute or more, and the nails are cleaned. A tap water rinse 
is used. 2. A large palmful of 1 per cent hexachlorophene in 
20 per cent potash soap solution is applied to each hand and 
arm and a lather is developed. The total time of contact is 
one minute (or more) followed by a thorough tap water rinse. 
3. The hands and arms are immersed in aqueous benzalkonium 
chloride 1: 1,000 for a few seconds and dried on a sterile towel. 

Nungester and his co-workers evaluated, by bacteriologic 
methods, hexachlorophene and detergents as substitutes for the 
surgical scrub (Surg. Gynec. & Obst. 88:639 [May] 1949) and 
concluded that, under conditions of their experiments, the use 
of bar soap containing 2 per cent hexachlorophene for three 
minutes without a brush was superior to the routine, two brush, 
ten minute, surgical scrub. The three minute wash involved 
lathering from finger tips to elbows for one minute, and cleaning 
the finger nails with an orangewood stick for one minute while 
the lather remained on the arms. A third minute was spent 


Ss aps. 


relathering the arms and hands, which were then rinsed in 
running tap water. 

A review of antiseptic soaps was published in Soap and 
Sanitary Chemicals (24:44 [Dec.] 1948). 
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TREATMENT OF SYPHILIS 
To the Editor:—A 40 year old white man experienced severe headaches in 
1943. He entered one of the larger clinics, and a diagnosis of syphilis 
wos made. At the time of admission the Kline reaction of the blood was 
4 plus, Kahn 4 plus, Hinton positive and Wassermann strongly Possi- 
tive (44). Reaction of the spinal fluid to the Wassermann test was 
strongly positive (44444); the total protein measured 35 mg. per hundred 
cubic centimeters; the Nonne test for excess globulin was positive; the 
cell count was 128, and the colloidal gold curve was 1122110000. The 
man was given a course of mercury succinimide, 1/6 grain (10 mg.) intra- 
muscularly five times a week to a total of twenty-three injections, 
together with sodium iodide intravenously (April, May and June, 1943), 
He was also given two injections of arsphenamine and one intraspinal 
treatment; subsequently jaundice developed, causing treatment to be dis- 
continued. In October 1943 the Kline reaction of the blood was 4 plus, 
Kohn 3 plus, Hinton positive and Wassermann strongly positive (44). 
Reaction of the spinal fluid to the Wassermann test was strongly posi- 
tive (443—); the total protein measured 50 mg. per hundred cubic 
centimeters; the Nonne test was negative; the cell count was 5, and the 
colloidal gold curve was 0111000000. In 1946 or 1947 he was given 
“two complete series of penicillin as recommended by the Medical Depart- 
ment of the U.S. Army, and two complete series of bismuth (compound) 
intramuscularly and mapharsen® (oxophenarsine hydrochloride) intraven- 
ously.” In April 1947, the Kline diagnostic reaction of the blood was 4 plus, 
and Kolmer-Wassermann 4 plus. In December 1947 the Kline diagnostic 
reaction was 4 plus and Kolmer-Wassermann, 4 plus. The patient now com- 
plains of dizziness and pains in his legs when he has a cold. The blood 
pressure is 96 systolic and 60 diastolic; the electrocardiogram is inter- 
preted as normal; pupillary and tendon reflexes are normal; urine was 
normal and a complete blood count was in the normal range; the Kahn 
reaction of the blood May 1949 was 40 units. What further diagnostic 

and therapeutic procedures, if any, are indicated? 
Mauro Rosenberg, M.D., Sherman Oaks, Calif. 


ANSWER.—The cerebrospinal fluid should be examined again, 
since it has not been examined since 1943. If there is evidence 
of an active infection, particularly an increase in the number of 
cells, treatment with penicillin should be instituted for a total 
of 300,000 units of slowly absorbed penicillin administered twice 
a week for ten to fifteen weeks, making a total of 6 to 9 million 
units. 


GRINDING OF THE TEETH 
To the Editor:—A girl of 114 years, height 61 inches (155 cm.) and weight 
123 pounds (56 Kg.) teethed at 7 months. She has been grinding her 
teeth in her sleep since she was about 4 years old. Her tonsils were 
removed when she was about 9; she appears to be normal except for being 
overweight. . The grinding of the teeth seems to get worse rather than 
better. Can you suggest anything in the way of treatment? All indicated 
laboratory work has been done, and nothing abnormal has been discovered. 


Paul Gallagher, M.D., El Paso, Texas. 


ANSweErR.—Grinding of the teeth during sleep in childhood 
is in the category of habit disorders, particularly in the group 
of sleep disturbances which include insomnia, nightmares, night 
terrors and talking during sleep. Disturbed or restless sleep 
is common in infancy and childhood. Physical factors, such as 
hunger, digestive troubles, wet diapers or bed clothes and 
excessive cold or heat, may cause disturbed sleep. Psychologic 
factors, particularly tension and anxiety, may cause sleep dis- 
turbance, notably in children who are overactive and nervous 
in the daytime. It would be well to make sure there are no 
tonsillar stumps remaining. Sometimes large adenoids pre- 
dispose to teeth grinding. If these physical factors are ruled 
out, the home atmosphere should be investigated for sources of 
worry or insecurity. Overactivity should be eliminated. The 
child’s general environment should be carefully studied, and any 
cause of insecurity, inferiority or tension state or other possible 
emotional stimulant in the environment, should be eliminated. 


ACROPARESTHESIA 
To the Editor:—1 would appreciate suggestions as to the treatment of 
of the upper extremities in a housewife doing routine 
household duties. Cari C. Ernst, M.D., Manhasset, L. 1., N. Y. 


ANswer.—Acroparesthesia has been classified as a vasomotor- 
trophic disease. This is denied, however, by Walshe (On “Acro- 
paraesthesia” and So-Called “Neuritis” of the Hands and Arms 
in Women, Brit. M. J. 2: 596, 1945). Acroparesthesia is con- 
sidered by Walshe (and before him by Wartenberg) to be @ 
manifestation of a rib pressure syndrome. This is the no: 
first rib, and traction and compression are exerted on the lower 
components of the brachial plexus, sometimes also on the sub- 
clavian artery, when from muscular atonia the muscles sup- 
porting the shoulder girdles allow these to drop to af 
abnormally low level. In short, acroparesthesia, according to 
Walshe, is a mechanically produced syndrome rather than one 
due to trophic or vasomotor changes. It is obvious then that 
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the treatment is rest; physical therapy and vitamin B:; are use- 
less if not accompanied with rest. If the symptoms are severe 
the patient should be in bed for a week, propped up during the 
day with the arms in slings, taken out only for feeding and 
other necessary purposes. Thereafter there should be abstention 
from heavy housework and the arms should be in slings when- 
ever possible, while the patient is standing or walking. Massage 
should be given to the shoulder girdles. 


CIGARETS AND BUERGER’S DISEASE 
To the Editor: —Buerger’s disease was the diagnosis in a male Jewish patient, 
aged 42. The condition is confined to the lower extremities. The dorsalis 
pedis and posterior tibial arteries are feebly perceptible; there is consid- 
erable blueness of the dependent foot, and pain and claudication are 
increasing. The condition has been present about a year and has been 
fairly well controlled with typhoid injections and vasodilators. | have 
stressed the importance of the patient’s stopping cigaret smoking, but the 
man does not have the will power. He smokes 7 to 8 a day, whereas 
before treatment the number was 20 to 30. | have searched for a 
medical treatment that will aid this man to overcome this dangerous 
habit but have found nothing in the medical journals. Recently | have 
noticed a remedy called “tobacco redeemer.” This is an advertised concoc- 
tion, and before this man tries it | should like to know what it contains 


and any other suggestions. Arthur J. Langan, M.D., San Pedro, Calif. 


Answer.—There is no known positive method of curing or 
preventing the smoking of cigarets. There are numerous ways 
of conditioning a cigaret smoker so that smoking results in an 
extremely foul taste in the mouth and makes the patient feel 
uneasy. Such technics are dependent somewhat on the help 
that the involved one gives. If the patient does not cooperate 
these methods usually fail. Denicotinized cigarets have been tried, 


but usually, because there is some nicotine in them, vasocon- 
striction results. The following plan is suggested: Tell th 
patient that he must stop smoking entirely or his condition wil 


progress until gangrene of the involved region occurs and when 
this appears he will have to have the extremity amputated. The 


only other suggestion is that you refuse to treat him. This 
may result in a feeling in which the patient will do everything 
that you ask of him. The content of the “tobacco redeemer” 


is not known. 


RUPTURE OF PLANTARIS MUSCLE 


To the Editor:—Does the plantaris muscle ever rupture and cause trouble? 
| sow a farmer, age 26, who felt a sharp severe pain in the calf of his 
leg ofter running up a flight of stairs, taking two steps at a time. 
poin continued and increased i 
hours. The next morning there was some swelling in 
and he wolked with a definite limp. 
cow, ond the pain in the some leg became rapidly worse. 
next morning; the calf leg was 
in circumference than 
under the skin. Homen’s sign was positive. 
the vessels in the thigh. 
in his leg became much ang 
slight yellowish tint was noted over the tibia anteriorly. 
swelling ore slowly subsiding with i 
that this man’s trouble was caused 


‘siz 


ANsWwerR.—The history is entirely compatible with a rupture 
of the plantaris muscle, although, from the evidence given, the 
condition might well be due to a rupture of some fibers of 
the gastrocnemius muscle. Whichever occurred in this instance, 
the swelling and the exacerbation of symptoms arose from a 
arg hemorrhage due to the associated injury of blood 
vessels. 


POSITION OF THE FOOT 
To the Editor:—Please clarify the following terms as related to position of 
the foot: abduction and adduction; inversion and eversion; pronation and 
supination. Frank A. Stewart, M.D., Newport, R. I. 


_ Answer.—Inversion of the foot occurs when the inner border 
is elevated, and eversion when the outer border is elevated. 
When a foot is inverted, its fore part tends to approach the 
midline of the body. This movement, called adduction, occurs 
chiefly at the tarsometatarsal articulations. With eversion, there 
is a strong inclination toward the opposite movement at these 
joints, namely, abduction. When a foot is everted and adducted, 
there is usually an upward and outward rotation of the medial 
bones of the midtarsal region, namely, the scaphoid and the 
first and second cuneiform bones. This constitutes supination. 
If a foot is everted and abducted the reverse occurs, that is, 
_ downward and inward rotation of the medial midtarsal bones 

(pronation). A foot that is inverted, adducted and supinated is 
M varus position, whereas a foot that is everted, abducted and 
pronated is in valgus position. 
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ETHYLENE DISULFONATE AND MIGRAINE 
To the Editor:—Our attention has been called to the use of ethylene 
disulfonate, as prepared by Spicer-Gerhart Company of Pasadena, Calif., 
for the treatment of migraine headaches. What information do you 
have concerning this drug? F. M. Karrer, M.D., McCook, Neb. 


ANSWER.—The lack of usefulness of so-called “ethylene- 
disulfonate” was discussed thoroughly in a report of the Council 
on Pharmacy and Chemistry (J. A. M. A. 131: 1495-1499 [Aug. 
31] 1946). This compound (which according to informed chemists 
could exist only on paper) is said to be present in the Spicer- 
Gerhart product in a dilution of 1: 10-15, This is a concentra- 
tion of one-billionth part of this substance to one million parts 
of water. The United States Pharmacopeia standard for total 
solids in distilled water provides for a maximum allowance ten 
billion times greater than this. According to data on the mean 
volume of flow of Niagara Falls, one would have to collect the 
entire quantity of water flowing over these falls for seven days 
in order to obtain enough water to dilute 1 mg. of ethylene 
disulfonate to the stated concentration. This shows that any 
representations regarding therapeutic efficacy are absurd, a priori. 
A critical review of the published work on this substance fails 
to reveal any basis for one’s concluding that it is of value in 
the treatment of any condition. 


FILTRATION IN CIGARETS 


To the Editor:—is there any real efficacy in chemicals used to remove nico- 
tine in cigarets as they are being smoked? What chemical or combination 


of chemicals is most effective? waiter A. Wells, M.D., Washington, D.C. 





ANSWER.—Mechanical filtration by inert material in the stub 
of cigarets or inserted in cigaret holders initially retains much of 
the nicotine and the tars in the cigaret smoke, especially if the 
cigaret is not puffed too vigorously. However, such materials 
soon become saturated and thereafter may yield even more 
nicotine and other materials than the original smoke; hence, 
they should be changed after each cigaret if they are used for 
this purpose. Impregnation of the filtering materials with acid 
increases the deposition of nicotine and other alkaloids in tobacco 
as well as retaining ammonia from the smoke. Acidulating 
materials are also rapidly exhausted. 

Any nonvolatile acid, mineral or organic, may be used. Silico- 
tungstic acid is particularly effective in precipitating nicotine, 
but it is also rapidly saturated in smoking. Passing tobacco 
smoke through a solution, as in Persian water-pipes, might yield 
more prolonged filtration effect. Other possibly injurious sub- 
stances in tobacco smoke, especially the irritating aldehydes and 
carbon monoxide, are not removed by such measures (E. Bogen: 
The Composition of Cigarets and Cigaret Smoke, J. A. M. A. 
93:1110 [Oct.] 1929). 


DRYING UP MOTHERS’ BREASTS 
To the Editor:—in the practice of drying up the breasts or preventing the 
breasts of newly delivered mothers from performing their normal physiologic 
function of lactation by administration of estrogenic substances, is there 
any evidence which would tend to show that such practice might be 
contributory to the development of pathologic breast lesions? 
Victor A. Badertacher, M.D., Dinuba, Calif. 


ANsweER.—In the weaning of infants, only small amounts of 
estrogenic substances are used, as a rule, to dry up the breasts 
or prevent lactation in newly delivered mothers. There is no 
evidence that human cancer of the breasts has ever originated 
from such small doses of estrogenic substances as are usually 
employed. There is some experimental evidence, however, that 
the use of considerable amounts of estrogenic substances for 
considerable time may cause mammary cancer in the mouse or 
rat. However, in human beings in the absence of the history 
of breast cancer, the small amount of estrogenic substances 
employed to terminate lactation would probably be innocuous. 
There is no evidence to show that estrogenic substances might 
be contributory to the development of other pathologic breast 
lesions, such as chronic cystic mastitis and breast abscess. 


STREPTOMYCIN AND THE COMMON COLD 
To the Editor:—1s any information available on the so-called one day cold 
treatment, in which streptomycin is given by mouth with supposedly amazing 
results? Willis P. Baker, M.D., Santa Ana, Calif. 


Answer.—Information is not available to answer this ques- 
tion concerning the one day cure of colds with streptomycin by 
mouth. When streptomycin is given by mouth it is not absorbed 
from the gastrointestinal tract. It is unlikely, therefore, that 
streptomycin would have any effect in the common cold when 
taken either by mouth or by injection. 


AND 
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BASAL METABOLISM 
To the Editor:—How is the basal metabolism affected by the following 
factors: (@) obesity, (6) nervousness, so that the patient may be taking 
shallow breaths at a somewhat increased rate, but not to the point of 
actual hyperventilation, and (c) sedation, so that the patient is fairly 
groggy or even asleep. S. Richard Horio, M.D., Honolulu, Hawaii. 


Answer. — (a) Obesity in itself does not affect the total 
metabolism. Many obese patients have a normal rate of metab- 
olism. However, obesity is not uncommonly associated with 
various glandular deficiencies that result in some lowering of 
the basal metabolic rate. (b) Nervousness in itself does not 
cause a high basal metabolism unless it is associated with 
muscle tension and hyperventilation. In these circumstances cer- 
tain nervous patients may have a false high basal metabolism 
reading. However, many nervous patients actually have a low 
rate of basal metabolism. (c) Most sedatives produce a slight 
lowering of the basal metabolism in moderate doses. 


MANNITOL HEXANITRATE 


To the Editor:—Besides depressing the blood pressure, what are the physio- 
logic effects of long-continued use of nitranitol® one tablet four times 
@ day? M.D., lowa. 


ANSWER.—Nitranitol® is a protected name for mannitol hexa- 
nitrate marketed in 30 mg. tablets. Continued administration 
of this drug or any alkyl nitrate leads quickly to increasing 
tolerance. Abstention from the drug for a few days usually 
restores responsiveness. Other effects include formation of met- 
hemoglobin, more prone to occur in chronic-medication, rise in 
intraocular tension, headache, increase in intracranial pressure 
and cardiovascular collapse. These last four toxic aétions usualy 
are acute effects, and with increasing use of the drug a toler- 
ance is developed which parallels the tolerance to the therapeutic 
action. Therefore, the principal~ toxic effect from continued 
administration is methemoglobin formation, which in an anemic 
person may be serious. . 


BLOOD PRESSURE IN THE ARMS 
To the Editor:—Please explain why the blood pressure readings are often 
different in the two arms. Ursula G. Mandel, M.D., Los Angeles. 


ANSWER.—Differences in the blood pressure in the two arms 
can be explained by the mechanics of the circulation. Any dis- 
turbance which results in more blood going to one arm than the 
other will produce a differerice in blood pressure; for example: 
a cervical rib which constricts the lumen of the subclavian 
artery on the affected side. Whenever there is an appreciable 
difference in blood pressure between the two arms, a search 
should be made for an aneurysm, tumor or some congenital 
anomaly which constricts the artery on the side in which the 
blood pressure is lower. : 


OSTEOCHONDRITIS 
Te the Editor:—Please give a résumé of treatment for generalized osteo- 
chondritis in a 12 year old white girl. Her height’is 49 inches (124 cm.); 
she does not have any pain; the basal metabolic rate is +11 per cent 
and the Kohn reaction is negative. Her mentality appears to be normal, 
and she appears older than her years. Joint mobility is good, but roent- 
genograms show generalized epiphysitis. M.D., Wisconsin. 


ANswerR.—There is not any known treatment for generalized 
osteochondritis. ..Theoretically. better results might . be’ accom- 
plished if the child were completely at rest in bed until the 
epiphyses close. However, this is usually impractical. >If 
serious deformities develop, the worst of these eventually could 
be corrected by: orthopedic reconstructive procedures... When 
the epiphyses have closed, progression of the deformity would 
not be expected. 

STONES IN PAROTID GLANDS 
To the Editor:—A man aged 44 has had swelling and inflammation with 
fever of one or the other glands every one to three months for nearly 
eight yeors. The involvement usually lasts five to ten days. He is now 
recovering from such a spell; during which he had pronounced swelling 
on the right side and his temperature rose to 105 F. daily for four days. 

Penicillin therapy did not help. Treatment with multiple sulfonamide drugs 

seemed to reduce the infection. Roentgenograms now show multiple small 

stones in each parotid gland. What is the most satisfactory treatment? 
Needham B. Bateman, M.D., Atianta, Ga. 

ANSWER.—From the history presented, it seems that some 
surgical intervention must be considered. It is not likely that 
calcified deposits in the parotid gland can be influenced by 
medical treatment. 
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To the Editor:—An 8 month old infant, has had dysuria and highly stained 
urine since edrly infancy. Results of repeated urinalyses and physical 
examinations have beén notmal. The mother has observed metallic 

staining from her drinking water, which appears to be due to ionization 

caused by grounding of the electric ground wire to the copper water 
pipe system.* Chemical analysis reveals .that the infant’s urine has 

0.045 mg. of copper per cubic centimeter of urine. Would this amount 

of copper in the urine cause any toxic changes or symptoms? What amount 

of copper is normally excreted in the urine of an infant under | year of 
age? Change of water has apparently caused subsidence of urinary 
symptoms. M:D., South Carolina, 


Answer.—A search of the literature failed to reveal studies 
on the urinary excretion of copper in mfants under 1 year of 
age. However, data are reported on urinary excretion in normal 
children- by Ross and Rabinowitch (The Copper Content ‘of 
Urine of Normal. Children, J. Biol. Chem. 111:753-756, 1935). 
These authors report that in children 8 to 12% years of age 
0.04 to 0.52 mg. of copper is excreted per liter. 

The figure in the query is much higher than that quoted for 
the normal child. If the figure were 0.045 mg. per liter, rather 
than per cubic centimeter, this would agree with the figures 
for older children. 

Cases of copper poisoning due to contamination of food or 
water by copper vessels or pipes could not be found. Sollman 
(Manual of Pharmacology and Its Application to Therapeutics 
and Toxicology, Philadelphia, W: B. Saunders Company, 1948, 
pp. 950-952) states that copper vessels and pipes do not impart 
sufficient copper to the water to cause any toxic manifestations. 
Copper poisoning of a chronic nature has not been reported in 
man; howéver, 0.500 mg. of copper has been given to human 
beings daily for periods up to six months without producing 
disease. . To excrete the amount of copper reported in this case 
(0.045 mg: per cubic centimeter) the infant would probably 
have to take 0.5 to 1 Gm. of copper daily, which is 1 to 2 times 
the’ adult-emetic dose. 

The métallic color of the water may be due to ferric oxide 
(rust), but iron also is not known to produce dysuria. It would 
help to know whether other members of the family had signs of 
intoxication. 


CANCER OF CERVIX IN JEWS AND NON-JEWS 

To the Editor:—in Queries and Minor Notes (J. A. M. A. 141: 574 [Oct. 
22) 1949) there is a letter from Dr. ira |. Kaplan regarding the rari 
of cancer of the cervix in Jewish women. In over 5,000 patients ob: 
at the Kelly Clinic during the past thirty years with this condition, | 
have been immensely impressed with the scarcity of this disease appearing 
in Jews, a group that is prone to bear many children, a group in which 
one would expect this incidence to be high. In the last 1,000 patients 
examined, only 18 cases of. cancer occurred in Jewish women, a percentage 
of 1.8. In view of. this, which corresponds with the observations of Dr. 
Kaplan and Dr. Vineberg, there is no question that in Jewish women 
cancer of the cervix is an exceedingly rare disease. 

William Neill Jr., M.D., Baltimore. 


To the Editor:—Iin Queries and Minor Notes (J. A. M. A. 140: 1069 [July 
23) 1949) your answer, | believe, does not give one of the main causes 
for the “Cancer of Cervix” rate in Jews. Dr.‘ira |. Kaplan (J. A. M. A. 
141: 574 [Oct. 22] 1949), with reference to the “effect circumcision 

* has on preventing cervical cancer,” failed to take into account the Hebrew 
law of “Nidah.” Orthodox Jews have abstained from sexual intercourse 
for seven days after menstruation. The trauma inflicted.on the cervix 
during the first seven days following menstruation has been eliminated, 
by orthodox Jewry, for at least 2,000 years—thus building up some sort 
of resistance, not immunity, to cancer of the cervix. Among my f 
patients, who practice circumcision at the age of 12 to 13 years, the inci- 
dence of cancer of the cervix is the same as that in my other non-Jewish 
patients. Even among so-called modern Jews, who do not abide by the lew 

~ of “Nidah,” cancer of the cervix is becoming more prevalent. It is my 
opinion, therefore, that circumcision does not play a role in the pre- 
vention of cancer of the cervix. sidney L. Cohen, M.D., Newark, N. J. 


t 


To the Editor:—in the October 22 issue of The Journal Dr. Ira |. Kaplan, 
writing on the subject of the lower incidence of cervix cancer in Jewish 
women as compared with ‘non-Jews,’ says that Plaut and Kohn-Speyer in 
1947 showed that human penile smegma contained a carcinogenic sub- 
stonce. Is it not conceivable that the cervix traumatized by childbirth 
or irritating secretions may become secondarily infected with cancer by 
constant exposure in intercourse to the carcinogenic factor in the pre- 
putial smegma of the uncircumcised? ‘ 

Dr. Kaplan says that the answer to the question of what effect circum- 
cision has on preventing cancer “is yet to be noted.” It seems to me 
Dr. Kaplan has already answered his own question by quoting the work of 
Plaut and Kohn-Speyer. Obviously, if the preputial smegma contains © 
carcinogenic agent, there can be no doubt that circumcision in infancy 
eliminates that agent. Where there is no prepuce there is no smegmd, 
and there is therefore no carcinogenic agent that may come in contact 
with the cervix. 

By the same token, the fact that penile cancer rarely, if ever, occurs 
in men who were circumcised in infancy can plausibly be ascribed to the 
absence of the prepuce with its secretion of smegma. It is thus evident 


that circumcision performed in infancy offers practically 100 per 
protection against not only penile cancer but also against cervical cancer 
to @ pronounced degree. A. L. Wolbarst, M.D., New York. 
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